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THE PRESIDENT’S FIVE-POINT 
NATIONAL HEALTH PROGRAM 

Sometime ago, President Truman informed 
the public that he proposed to go before the 
Congress at an early date to give his recom- 
mendations for a National Health Program. 
On November 19, he appeared before Congress 
and made his recommendations, following pre- 
liminary statements and frequent references to 
the number of young men and young women 
who were turned down by the Selective Service 
and recruiting agencies on account of physical 
defects or imadequate mental capacity. He 
stated that “as of April 1, 1945, nearly five 
million male registrants between the ages of 18 
and 37% had been examined and classified as unfit 
for military service.” 

These statistics have been quoted freely by 
members of the Congress who have introduced 
their bills proposing to revolutionize medical 
eare entirely, or in particular fields, as well as 
those pertaining to the construction of hospitals 
and health centers, especially in more sparsely 
settled communities throughout the country. 
President Truman was proud of the past reduc- 
tions in our death rates which he stated “come 
principally from public health and other com- 
munity services.” 

First in the five-point program, the President 
refers to the unequal distribution of physicians 
and hospitals, stating that more than are needed 


desire to locate in the metropolitan areas and 


cure of this disease. 


there is invariably a lack of personnel and 
equipment in rural areas. In this proposal it 
is recommended that facilities be made available 
im these rural areas; then that competent physi- 
cians be procured to serve there, and to receive 
adequate compensation. It is quite obvious that 
the Hill-Burton Bill and its proposals to estab- 
lish hospital and health center facilities in rural 
areas cares for the first recommendation in the 
President’s program. 

The second basic need is the development of 
public health services and maternal and child 
care, as the President sees it, and he again 
refers to the more urgent needs along these lines 
in the rural areas. He proposes services for 
mothers, infants and children, crippled children, 
improved sanitary environments and public 
health services everywhere. In looking over this 
section of the President’s report, one is struck 
particularly by its similarity to the provisions 
of the Pepper maternal and child health bill, 
which was introduced a few weeks ago by 
Senator Pepper of Florida. 

The third part of the five-point program 
refers to the need for extension of, research and 
education, and to emphasize this need, reference 
is made especially to the toll taken each year by 
cancer, and the need for Government aid in 
promoting research on the cause, prevention and 
Then there is need, it is 
stated, for the establishment of clinics and hos- 


pitals for diagnosis and treatment of cancer 
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Mental diseases 
are likewise discussed in much detail in this 
portion of the proposed five-point program, with 
the need for more mental hospitals and research 
on how to prevent mental breakdown. 

In the fourth “Problem”, the President re- 
ferred to the high cost of individual medical 
care, and gave as the reason for so many people 
in this country not receiving adequate medical 
care, their inability to pay for that type of care. 
He, therefore, proposed a nation-wide compul- 
sory health insurance scheme to cover all people 
in the country, and those unable to pay the 
necessary cost by taxation, should be covered by 
those agencies responsible for their care. Em- 
phasis is made on the statement that this is not 
“socialized medicine”. Once more this part of 
the proposed program is in accordance with the 
provisions of the Wagner-Murray-Dingell Bills. 

The fifth point in this proposed program is a 
provision to compensate workers for disability 
due to sickness, as an extension of social security 
benefits. In presenting this proposed program, 
the President urged Congress to begin immedi- 


especially in its early stages. 
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ately to take steps to put these recommendations 
in force. 


This proposal, like many which have been 
previously recommended before The Congress, 
would place the Federal Government in charge 
of medical services, medical education, hospitals 
and everything pertaining to health needs of the 
Nation, and including, of course, direct super- 
vision over the services of physicians, dentists, 
nurses, hospitals, and all other groups interested 
in maintaining the health of the Nation. 

Physicians everywhere should study these pro- 
posals, as well as other similar legislative pro- 
posals which have been introduced in Congress 
in recent months and be able to confer with 
their legislators on the subject. It seems quite 
probable that the annual session of the House of 
Delegates of the American Medical Association, 
which is to meet on December 3-6, in Chicago 
will give a great deal of thought and time for 
consideration of these proposals, and most likely 
actions will be taken to formulate definite poli- 
cies and the establishment of the point of view 
of the Association. We urge every physician in 
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Illinois and elsewhere, to follow as closely as 
possible these statements of policy which will 
no doubt be published in much detail in the 


Journal of the American Medical Association. 





THE DOCTORS ARE COMING HOME 


During recent weeks the number of medical 
officers separated from the services has been 
gradually increasing, and by the end of the year 
it is believed that the rate of demobilization of 
medical officers will be greatly increased. It 
has been announced that after December 15, 
1945, the number of accumulated points for 
separation of medical officers will be decreased 
from 80 to 70 for the Army, and on January 1 
the Navy proposes to reduce their score from 53 
to 51 points. 

There are some specialists, however, who are 
to be held for some time as essential regardless 
of accumulated points. These are especially 
Ophthalmologists, Otorhinolaryngologists, Plas- 
tic Surgeons, Orthopedic Surgeons and Medical 
Laboratory Officers. The Procurement and 
Assignment Service for Physicians has been 
endeavoring to recommend the early release of 
those older physicians who have been in service 
for three or more years, and those who are 
urgently needed for civilian practice in their 
previous locations. Appraisals of medical per- 
sonnel in every part of Illinois have been made 
constantly, and county committees and county 
medical society officers have been most coopera- 
tive in this endeavor. 

Hundreds of physicians are looking for suit- 
able locations, and information concerning the 
medical needs in every county has been sub- 
mitted to those returning from service who 
desire aid of this type. In evaluating the med- 
ical needs of Illinois, it is quite obvious that 
very few of the larger cities are actually in need 
of additional physivians, while there are still a 
considerable number of small cities where there 
is a definite opportunity for physicians to 
quickly build up a good practice. Fortunately 
in Illinois, with the unexcelled system of hard 
roads and accessibility of approved hospitals, 
practice in smaller communities is entirely dif- 
ferent from that of a few years ago. 

Many of the younger physicians being sep- 
arated from service are desirous of taking re- 
fresher courses, or perhaps resuming their work 
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as residents in approved hospitals with the idea 
in view of preparing to enter one of the several 
specialties in medicine. This had been provided 
in the “G. I. Bill of Rights” and many will no 
doubt take advantage of this opportunity. 

Returning Illinois Physicians will be wel- 
comed in their respective communities, and 
those desiring to locate for the first time, or to 
change their locations, will no doubt be given 
every consideration possible on the part of the 
older practitioners of the community. 

In the November issue of the Illinois Medical 
Journal we published a list of physicians sep- 
arated from service from Illinois, and we are 
adding in this issue of the Journal another list 
of men who have been reported to the Secre- 
tary’s office as of November 28. We will 
greatly appreciate receiving the names and ad- 
dresses of others who may have been overlooked 
or whose separation from service was not re- 
ported to the Secretary. 


IN COOK COUNTY 

Aguila, Fernando I. 801 No. Wells St., North Side 

Andrews, Albert H., Jr., 4714 Greenwood Ave., South 
Side 

Angel, Norman S., 7645 No. Sheridan Road, North 
Shore 

Aronow,. Julius, 6153 No. Richmond, Irving Park 

Baker, Wm. J., 5840 Stony Island Ave., Jackson Park 

Beinar, Peter Joseph, 3301 Emerald Ave., Stock Yards 

Bellows, John, 30 No. Michigan Ave., North Shore 

Birchwood, Eugene, 7106 Crandon Ave., South Chi- 
cago 

Bolman, R. Morton, 1421 Wells St., Ft. Wayne, Ind., 
Jackson Park 

Bryant, Joe, 11035 Esmond St., Calumet 

Calams, James A., 4788 Elston Ave., Irving Park 

Cella, Louis E., 121 So. Central Park Ave, Aux 
Plaines 

Ching, Tai Tong, 2227 Wentworth Ave., Stock Yards 

Chrzan, Thaddeus J., 5401 W. Cullom Ave., Intern 

Coniglio, Bernard L., 209 No. Harvey Ave. Oak 
Park, Northwest 

Crowder, Earl Rankin, 620 Barton Ave., Evanston, 
North Suburban 

Czeisler, Tibor, 7700 So. Bennett Ave., South Chicago 

Davis, W. J. Nixon, Jr., 7706 Saginaw Ave., South 
Chicago 

Dolan, Martin A., 7847 So. Carpenter Ave., Calumet 

Doherty, Chester C., 720 No. Michigan Ave., North 
Side 

Doktorsky, Abraham I., 1957 E. 71st St., Englewood 

Eisenstein, Milton Wm., 710 West Bittersweet Ave., 
North Shore 

Elden, Harold, 6805 Sheridan Road, North Shore 

Faller, Adolph, Jr., 5206 Kimbark Ave., South Side 

Feldman, Abraham, 3514 Pine Grove Ave., North 
Shore 
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Fitz, Frederick William, 700 No. Michigan Ave., 
North Side 
Foltz, Eliot Eugene, 917 Elmwood, Wilmette, North 
Side 
Fort, Richard G., 820 Mulford St., Evanston, North 
Suburban 


Gaal, George, 3225 No. Ashland Ave., North Shore 

Gallagher, Edward J., 7824 Colfax Ave., South Chi- 
cago 

Garnello, John M., 3352 W. Evergreen, Northwest 

Garwacki, John Henry, 5613 So. Albany Ave., Stock 
Yards ¢ 

Gast, Carl Leonard, 2753 W. North Ave., Aux Plaines 

Giardina, Jacob John, 5927 W. Huron St. Aux 
Plaines 

Governale, Samuel L., 1530 W. 69th St., Englewood 

Gray, J. Gilbert, 1318 Sherwin Ave., North Shore 

Greenspon, Louis I., 5334 Greenwood Ave., Southern 
Cook Co. 

Grier, James Parker, 2445 Marcy Ave., Evanston, 
North Suburban 

Grinker, Roy R., 1519 No. State Parkway, Jackson 
Park 

Gross, Frank F., 5001 Irving Park Blvd., Northwest 

Gurvey, Julius A., 6423 North Bell Ave., North Shore 

Haft, Dominic J., 3222 So. May St., Douglas Park 

Hammond, Rex D., 16 So. Hamlin Ave., Jackson Park 

Headland, Paul, 5118 Blackstone Ave., Calumet 

Heinrich, Jerome F., 6800 No. Sheridan Road, North 
Shore 

Herron, Earl, 162 E. Ohio St., North Shore 

Hogan, Richard J., 7014 Vernon Ave., Calumet 

Holvey, Ervin H., 736 So. Flower St., Los Angeles, 
Calif., Aux Plaines 

Ingram, Myron I., 3520 Lake Shore Drive, Northwest 

Janson, Herbert, 18215 Highland Ave., Southern 
Cook Co. 

Kearns, John Edward, Jr. 1136 Lake Shore Blvd. 
Evanston, N. Sub. 

Kennedy, Richard L., 228 Lowry Medical Arts Bldg., 
St. Paul, Minnesota, North Side 

Leshin, Norman, 5480 Cornell Ave., Jackson Park 

Leven, Aaron S., 211 So.-La Brea Ave., Los Angeles, 
Calif., West Side 

Leyers, Rudolph P., 2843 W. 64th St., Stock Yards 

Lichtenstein, M. E., 1400 No. Kedzie Ave., Northwest 

Liebertstein, Joseph H., 9835 Southwest Highway, 
Oak Lawn, S. Chicago. 

Lifchultz, Leo B., 7115 Luella Ave., South Chicago 
St. Paul, Minnesota, North Side 

Lueth, Harold C., 822 Lincoln St., Evanston, North 
Suburban 

Mammoser, Lambert F., 6242 No. Newcastle Ave., 
Aux Plaines 

Marino, Joseph Daniel, 656 W. 47th St., Stock Yards 

Markoutsas, George C., 1608 West Cermak Road, 
Douglas Park 

Martin, John, 700 No. Michigan Ave., North Side 

Merar, Thomas James, 535 Briar Place, North Shore 

Mitrick, Joseph M., 10624 So. Throop St., Calumet 


Olentine, Julie Etta, 3812 W. Monroe St., Douglas 
Park 
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Parisi, Patrick, 1516 Edgewood, Chicago Heights, 
Southern Cook Co. 

Pickett, Wm. J., 7301 Clyde Ave., South Chicago 

Platt, Alfred J., 30 No. Michigan Ave., North Shore 

Puestow, Charles Bernard, 861 Lincoln Ave. High- 
land Pk. Non-resident 

Robertson, Thomas Sanderson, Lake Shore Club, 
West Side — 

Rosenberg, Nathan, 5529 W. Van Buren, North Side 

Rosenblum, Bernard Frank, 847 Ainslie St. North 
Shore 

Rubovits, Frank E., Jr., 5480 Cornell Ave., Jackson 
Park 

Ruda, Joseph M., 4140 W. 57th Place, Stock Yards 

Rudnick, Dorrin F., 457 Oakdale Avenue, Northwest 

Sack, Charles I., 8230 So. Michigan Ave., Englewood 

Schwartz, Martin L., 3617 Douglas Blvd., West Side 

Shapiro, Fred, 25 E. Washington St., North Shore 

Shapiro, Samuel, 7433 So. Colfax Ave., Northwest 

Siegal, Henry A., 352 So. Hamlin Ave., West Side 

Smith, Louis D., 1640 E. 50th St., South Chicago 

Somers, Harry Vincent, 7543 So. Hoyne Ave,, 
Calumet 

Somerville, Wm., 9020 So. Laflin St., Englewood 

Steinbrecher, B. C., 2507 Lunt Ave., North Suburban 

Steiner, Louis M., 6141 No. Talman Ave., Irving Park 

Stenn, Fred, 5738 So. Talman Ave., Stock Yards 

Sweeney, Leo P., 9715 Winston Ave., Calumet 

Thomson, Stewart Craig, 706 So. Wolcott Ave., West 
Side 

Tresley, Ira J., 1338 Independence Blvd., Douglas 
Park 

Turek, Samuel Lester, 941 E. 54th Place, North Shore 

Wagner, David H., 1418 Hyde Park Blvd., South Side 

Walsh, Eugene L., 911 Forest Ave., Evanston, North 
Suburban 


Warsaw, Eugene, 6855 So. Clyde Ave., Jackson Park 


Washington, John Campbell, 1901 Dodge Ave, 
Evanston, N. Suburban 


Wayne, Charles, Box 243, Tuscon, Ariz., Aux Plaines 


Whitsell, Fay Merrill, 10534 So. Seeley Ave., Jackson - 


Park 
Wolf, Alexander, 6418 Newgard Ave., North Shore 
Wright, Theodore Sidney, 2323 W. 112th St., Calumet 
Xavier, Frank K., 6852 Tonty Ave., Irving Park 
DOWNSTATE 
Abbott, Gordon W., Elgin 
Adams, Vail Burdette, Macomb 
Adler, Samuel, Oregon 
Alford, Frank L., Crystal Lake 
Allerton, Roy P., Elgin 
Anderson, Perry A., Rockford 
Axel, Carl, Lee 
Baer, Walter H., Manteno 
Baker, Alonzo N., Marion 
Baldree, Charles E., Jr., Belleville 
Barber, Harry C., Normal 
Barber, Kent W., Quincy 
Barringer, Donald M., Lincoln 
Bedard, Robert E., Kankakee 





ve., 





December, 1945 


Beebe, Norman S., Colfax 

Bell, Charles E,, E. St. Louis 

Bell, Julius N., Kewanee 

Bergen, Samuel S., Joliet 
Biddlecombe, Duncan, Shelbyville 
Blackard, William J., Jr., Harrisburg 
Blades, James E., Sidney 
Blaufuss, Armin L., Geneva 
Blocksom, Berget R., Jr., Rockford 
Bohan, John E., Alexis 

Boswell, Clarence, Rockford 
Bowers, Daniel E., Peoria 

Braze, Alexander, Rockford 

Brill, Isidore, Champaign 

Brown, Francis J., Decatur 
Buckner, Ryland, Gilman 

Burgess, John P., Rock Island 
Burns, Gordon T., Rockford 
Bushnell, Lowell F., Highland Park 
Campbell, Rex S., Springfield 
Canfield, Bruce H., Rockford 
Carney, Paul W., DeKalb 

Carney, Thomas B., Kewanee 
Carpenter, Morgan G., Elgin 
Cenedella, Francis J., Moline 
Chabner, Louis, Shelbyville 
Choisser, John E., Eldorado 
Cinelis, Adolph R., Marengo 
Collins, Robert Bruce, Rock Island 
Comer, Fay S., Cairo 

Cook, George A., Moline 

Culhane, Thomas H. Jr., Rockford 
Davis, Earl S., Belvidere 

Decker, Virgil O., Metropolis 
DeSilva, Edward B., Rock Island 
Deuterman, Joel L., Elgin 

Dick, Donald E., Geneva 
Dickerman, Henry S. Jr., Springfield 
Dietrich, Edwin F., Danville 
Dowell, Raymond F., Elgin 
Drenckhahn, Charles H., Urbana 
Duffy, Joseph E., Joliet 

Edwards, Gilbert H., Pinckneyville 
Eggers, John F., Sycamore 
Ehrhardt, Oliver E., Springfield 
Eisele, Owen J., East St. Louis 
Ennis, Arthur L., Decatur 
Espenscheid, John S., Danville 
Eveloff, Abe R., Springfield 
Fahnstock, Edward A., Bridgeport 
Ferrell, Robert V., Eldorado 

Fisk, Kenneth L., Roselle 
Flickinger, George H., Hopedale 
Floreth, Nelson K., Litchfield 
Fonvielle, William B., Rockford 
Ford, William K., Rockford 
France, John T.,. Bloomington 
Frazier, Elijah S., Effingham 
Friedman, David, Granite City 
Furby, Seeley B., Paxton 


Gardner, Leon P., Joliet 
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Garthe, Joseph H., Rockford 
Gensch, Raymond L., Springfield 
Gilfillan, Homer J. Jr., Quincy 
Goodman, Lawrence, Pleasant Hill 
Graham, James E., Springfield 
Grandone, Joseph J., Gillespie 
Gray, John W., Geneva 

Green, Charles J., Spring Valley 
Greenstein, Carl, Urbana 

Greer, Miller, Vandalia 

Hall, Byford I, Pinckneyville 
Hall, Phillip V., Princeton 
Hamlin, Courtney, Rockford 
Hammond, Kenneth H., Hoopeston 
Hansen, Stephen J., Effingham 
Harmon, Thomas F., Springfield 
Haskins, Jack T., Belleville 
Heaton, John R., Hoopeston 
Hemming, Phillip, Elgin 
Horowitz, John J., Kankakee 
Howland, Bernard Francis, DeKalb 
Iler, Rex L., St. Anne 

Jack, Nelson B., Decatur 
Jacobs, Frank D., Farmington 
Jacobs, Henry J., Spring Valley 
James, Elmer D., Belvidere 
Jenkins, David M., Bloomington 
Johnson, Arvid T., Rockford 
Johnson, Howard G., Casey 
Johnston, Kenneth P., Elgin 
Johnstone, John H., Eldorado 
Katz, Charles, Elgin 

Kearney, Cletus T., Gridley 
Keller, Robert S., Sandwich 
Kenward, Ray L., Paxton 
Ksbisk, Oliver A., Batavia 
Koch, Joseph M., Granite City 
Koenigsberg, N. M., Bellflower 
Kunde, Emerson C., Woodstock 
Lane, Shirley W., Kankakee 
Leavitt, Arnold H., Champaign 
Leimbacher, Earl S., Joliet 
Lepak, Alfred J., Wheaton 
LeSage, R. Thomas, Dixon 
Lewis, David J., Springfield 
Loar, Ralph R., Normal 
Lockart, Edmund S., Nokomis 
Longwell, Charles W., Nashville 
McAllister, Ralph G., DeKalb 
McCormick, Loyd J., Moline 
McKinley, Hugh A., Highland 
McNeely, G. B., Stanford 
McNutt, Justin, Bloomington 
Martin, Forest R., Decatur 
Mathis, John, Peoria 

Meltzer, Herman L., Clinton 
Moffatt, John S., Rockford 
Montgomery, Robert R., Urbana 
Murphy, Joseph, Decatur 
Mullen, Vincent V., Havana 


Neff, Emery B., Moline 
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Oltman, Diedrich L., East Moline 
Ostrom, Meredith, Rock Island 
Parker, Forest C., Danville 
Partridge, Milton H., Elgin 
Pennings, Howard L., Springfield 
Perkins, Robert D., Moline 
Pettry, Harvey H., Cowden 
Potter, Charles C., Alton 

Purvey, J. C., Crystal Lake 
Prunty, F. C., Urbana 

Quandt, Eberhardt, Rockford 
Quinn, Everette R., East Alton 
Ricketts, F. J., Sadorus 
Rumore, Peter C., Effingham 
Sala, Roland ©., Rock Island 
Salzmann, Jay M., Springfield 
Sandburg, Carl L., Decatur 
Schaller, Edward H., Waterloo 
Schilsky, John L., Springfield 
Schnicke, Elmer H., Wyanet 
Schultz, Alfred G., Jacksonville 
Schurmeier, F. A., Elgin 

Scott, Walter E., Lexington 
Scully, J. C., Algonquin 

Seifert, William F., Rockford 
Seron, Vaheh M., Joliet 
Sheagren, John W., Rockford 
Sheehe, Norman L., Rockford 
Smith, Carleton R., Peoria 
Spencer, Robert A., Beardstown 
Stackhouse, Stirling P., Dixon 
Steinberg, Richard Mitten, Fairbury 
Stephenson, George W., Bloomington 
Stilwell, Leland Manford, Champaign 
Suttie, Grant, DeKalb 

Sutton, Edmund B., Rockford 
Svetich, Edward, Joliet 

Taubert, Russell K., Pekin 
Taylor, J. H., Villa Grove 
Teasley, Columbus B. Jr., Robinson 
Thompson, Harry G., Mt. Vernon 
Thornburg, William, DuQuoin 
Tobin, James W., Elgin 

Towner, Francis R., Elgin 
Turley, Vigo T., Decatur 

Utz, Walter J., Peru 
Vandermyde, Isaac, Prophetstown 
Varney, Harley R., Kewanee 
Walker, Wayne R., Pekin 
Waller, James B., Decatur 
Ward, James A., Metropolis 
Warner, Harry R., Kewanee 
Wattleworth, Kent L., Newton 
Weber, Bernard A., Olney 

Weir, Edgar W., Atwood 

White, Minor E., Kankakee 
Williamson, Holland, Danville 
Wilson, Arthur D., Carrollton 
Winn, John P., Murphysboro 
Wisshack, Erich E., Macomb 
Woo, Oliver M., Ipava 
Worrmley, Gordon W., Rockford 
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Wrork, Donald H., Rockford 
Young, Louis C., Taylorville 
Zarcone, Vincent P., Decatur 
Zimmerman, Lazar Eli, Elgin 





THE REVISED MENTAL HEALTH ACT 


The Sixty-Fourth General Assembly passed 
the Revised Mental Health Act which became 
effective October 1, 1945. The Act is rather 
broad and its intent is to facilitate admission of 
a mentally ill person to a mental hospital. There 
are three types of admissions: 

1. The voluntary application 
2. Emergency admission 
3. Court Commitment 

The voluntary application may be signed by 
the person seeking such admission, if of lawful 
age, or by his legal representative with the con- 
sent of the person. Upon admission to the hos- 
pital, the patient and his relatives, parents, 
guardian, or attorney are informed by the super- 
intendent or his representative of the patient’s 
right to leave the hospital fifteen days after 
giving the superintendent notice in writing of 
his desire to leave. 

The emergency admission is a provision which 
permits the admission of a patient to a mental 
hospital upon the presentation to the superin- 
tendent one physician’s certificate and a petition 
which is obtained from the Clerk of a County 
Court. This emergency admission is a period 
of detention and must not exceed fifteen days, 
during which period a hearing is held concern- 
ing the mental condition of the patient. 

The court commitment provides that the 
patient may be admitted as “mentally ill” or 
“in need of mental treatment.” As under the 
previous mental health acts, a patient admitted 
as “mentally ill” is deprived of his civil rights. 
Under the Revised Mental Health Act, if the 
patient is committed as “in need of mental 
treatment” the patient loses none of his civil 
rights. 

Appropriate provisions are made for restora- 
tion, discharge, and habeas corpus proceedings. 

The Act, as it now reads, facilitates admission 
of patients and still guards the patients’ rights 
and liberties. 
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PHOTOS OF MEMBERS FOR 
PERMANENT RECORDS 

Members of the Illinois State Medical Society 
will soon receive a visit from Mr. Joseph Merante 
who has taken photographs of the Council, of- 
ficers and several committees, and who is at 
present engaged in taking photographs of the 
individual members of the society. 

There will be no charge to the physician for 
the photograph taken nor will there be any 
obligation to purchase portraits from Mr. Mer- 
ante. It is hoped that the membership of this 
Society. will cooperate in this endeavor so that 
in the near future photographs of the entire 
membership will be among the permanent rec- 
ords. 





WE WOULD RATHER BE FREE 
THAN SECURE 

Though chronologically in our national in- 
fancy, we are the richest country in the world. 
Not only monetarily, but in science, in industry, 
in commerce, yes, even in art, all other nations 
look upon us with envy. We have become great 
not through mere chance or even through our 
wide natural resources. There are many areas 
on this globe where coal and oil and minerals 
are more abundant, and where tillable land is 
more plentiful than in the United States. We 
have acquired wealth and admiration because 
our nation was built on a philosophy of freedom 
for the individual. And this freedom was not 
limited to a choice of one’s religion or of his 
liberty to express his views. The individual 
also maintained his freedom to employ his ener- 
gies for the purpose of improving his personal 
status, through competitive enterprise. 

It was in this way that our great institutions 
were created. It was this principle that enabled 
us to produce the physical and moral weapons 
which helped liquidate the Axis monsters in 
Europe and in Asia. We won the war not only 
because we had the technical machinery to fight 
WITH, but what is equally important, because 
we had a sacred heritage to fight FOR. Like 
our preceding generations we all sacrificed, 
many bled, and many died, in order that we 
might retain our human rights as individuals: 
the right to worship as we please, the liberty 
to express our opinions, and the freedom to 
compete with one another in the American way. 
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In our eagerness to return to peacetime econ- 
omy many problems are bound to arise. Indeed, 
some of them are already of a disturbing nature. 
Labor strikes and lockouts, in some areas, un- 
employment in others; resistance to price con- 
trols by some groups, and the demands for con- 
tinued regulation by opposing groups, to men- 
tion only a few of the problems which now call 
our attention. These upheavals are not new. 
Nor, in our estimation, are they dangerous. We 
have gone through worse crises, and somehow 
recovered our social equilibrium. Besides, the 
contest between labor and industry is an essen- 
tial part of our system of free enterprise. Both 
institutions have done an admirable job in 
building America. Left to their own resources 
they will settle their differences without loss to 
either side. 

What causes us concern are the so-called “lib- 
eral” elements in Congress, who attempt to per- 
fect society through legislative fiat. We fear 
these social reformers more than we do the 
psychotic rebel rousers. For while the rebel 
rouser receives encouragement and applause 
from a comparatively few narrow minded and 
frustrated individuals, the social reformer draws 
his support from large masses of honest and 
decent people who would like to see a better 
world. The danger, as we see it, lies in the 
method by which these “liberals” are attempting 
to cure social ills. Liberty and freedom can 
neither be attained nor maintained without sac- 
rifices on the part of the individual. The 
moment that centralized government assumes 
paternalistic supervision over its citizens, the 
citizen necessarily becomes a servant of the 
state. This condition is the keynote to totali- 
tarianism which at first poses as a benevolent 
agent but in the end enslaves its subjects. It 
makes little difference whether such initial pro- 
tective measures favor one class of the popula- 
tion or another; the end result is the same. As 
the state becomes strong the individual becomes 
correspondingly weak. 

The present efforts to bestow security upon 
able-bodied Americans are deeper than appears 
on the surface. The pending EMIC program 
and the Wagner-Murray-Dingell Bill are only 
the prologue to the contemplated scheme for 
“full protection.” We contend that the only 
protectors which can fully benefit our war vet- 
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THE DEVELOPMENT OF LOCAL 
HEALTH WORK IN ILLINOIS 
Ricwarp F, Boyp, M.D., M.P.H. 

Chief, Division of Local Health Administration 

Illinois Department of Public Health 

Local health work in Illinois dates from 1872, 
the year in which the General Assembly enacted 
legislation providing for boards of health in 
municipalities. This action, interestingly 
enough, preceded by five years the law which 
provided for the establishment of the Illinois 
State Board of Health. Under the legislation 
of 1872, several Illinois cities have developed 
full-time health departments. The majority, 
however, have maintained only part-time public 
health services. 

In 1901, the Legislature recognized the fact 
that there was a need for public health service 
by rural as well as urban people with the result 
that legislation was passed providing that the 
county commission in counties organized under 
the commission form of government constitute 
a County Board of Health and that in counties 
organized under the township plan, there be a 
Board of Health in each township consisting of 
the township clerk, supervisor, and assessor. 

In 1917, on the basis of a recognition of a 
need for adequately-staffed local health depart- 
ments, the Coleman Act was passed permitting 
the establishment of full-time local health dis- 
tricts consisting of single or multiple adjacent 
townships or road districts. Subsequently four 
such local health districts have been organized, 
namely, the Champaign-Urbana Health District 
consisting of two townships in Champaign 
County; the East Side Health District consist- 
ing of four townships in St. Clair County; the 
Quincy Health District consisting of one town- 
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ship in Adams County; and the Berwyn Health 
District consisting of one township in Cook 
County. Although this law makes possible the 
establishment of well-staffed health departments 
supported by tax funds, the growth of such local 
district health departments has not been re- 
markable because of the difficulties inherent in 
bringing together a sufficient number of ad- 
jacent townships to make possible economy of 
operation. The fact was recognized that in 
most cases a county is a more logical local juris- 
diction in which to establish a local health de- 
partment, and legislative proposals that would 
permit counties to establish health departments 
were introduced at several sessions of the Gen- 
eral Assembly. However, for one reason or 
another, all such efforts prior to 1943 met with 
failure. 


In 1934 the Illinois Department of Public 
Health which succeeded the Illinois State Board 
of Health in 1917, began to decentralize its 
activities by the appointment of 27 part-time 
district health officers serving as many districts 
of the State. With the enactment of the Social 
Security Act by the Federal Congress in 1935, 
Federal grants-in-aid became available to state 
health departments for the support of both loca! 
and state health work. Since there was no legal 
authority for counties to establish health depart- 
ments in Illinois at that time, it was necessary 
to use these funds for the strengthening of the 
State district health departments. This was 
done by the employment of a full-time, specially 
trained health officer, a public health nurse, a 
sanitary engineer and a clerk as a minimum 
staff for each of the district departments. By 
1940, 21 State district health departments had 
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been so established. Each of them included 4 
to 7 counties with an average population of 
200,000 persons. 

This was the situation which existed in 1941, 
at which time a survey was made of the Illinois 
Department of Public Health by the American 
Public Health Association. Out of this survey 
came a strong’ recommendation that another 
attempt be made to obtain legislation permitting 
counties to establish and maintain health de- 
partments and, having obtained such legislation, 
to promote the development of county health 
departments, reducing the number of State dis- 
trict health departments as county health depart- 
ments came into existence. 

It so happened that the attack on Pearl 
Harbor came almost simultaneously with the 
above recommendation. The need for ade- 
quately-staffed local health departments to cope 
with public health problems arising in over- 
crowded areas adjacent to military reservations 
and munitions plants was recognized by the 
General Assembly when it met in emergency 
sessions in December, 1941. This recognition 
took the form of an amendment of the Civil 
Administrative Code, which gives to the Direc- 
tor of the Illinois Department of Public Health 
the power to define areas in the State as defense 
zones for public health purposes and to establish 
health departments therein and prescribe their 
duties. As a result, thirteen defense zone 
county health departments were established, 
serving fifteen counties as follows: DuPage, 
Will, Winnebago, Lee, LaSalle, Peoria, Mc- 
Donough, Fulton, Morgan, Adams, St. Clair, 
Williamson, Lawrence, Alexander and Pulaski. 
(The Cook County Public Health Unit was 
establised as a bureau of the Cook County De- 
partment of Welfare in 1940.) 

In these defense zone county health depart- 
ments which were established on a war emer- 
gency basis, an attempt has been made to main- 
tain a full complement of professional public 
health workers, including a health officer, staff 
of public health nurses, sanitary engineer or 
sanitarian, and a clerical staff. That these 
health departments have furnished good public 
health protection is evidenced by the fact that 
in spite of situations conducive to outbreaks of 
communicable disease, no wide-spread epidemic 
has occurred. The services rendered by these 
full-time health departments on a war emergency 
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basis has also served as a factor in obtaining 
legislation permitting counties to establish 
locally autonomous health departments on a 
permanent basis under the provisions of the 
Searcy-Clabaugh County Health Law which 
was enacted by the General Assembly in 1943. 





HISTORY OF BIRTH REGISTRATION 
IN ILLINOIS 

The General Assembly of this State in 1877 
enacted a Law which became effective in July 
of that year, creating a Board of Health. The 
Law provided that this Board should be consti- 
tuted of seven persons appointed by the Gover- 
nor. 

Among the other provisions of this Law was 
a regulation requiring the reporting of all 
births and deaths by physicians and other birth 
attendants to the County Clerk of the county 
in which the birth or death occurred. 

The Law further provided that the County 
Clerks of the various counties of the State 
should be required to render a full and com- 
plete report of all births and deaths to the 
Secretary of the Board of Health annually. The 
Board of Health was required to prepare such 
forms for the recording of births and deaths as 
was deemed proper. 

This Law was amended at various times fol- 
lowing its passage. Certain amendments were 
passed in 1901 repealing parts of the Law. One 
amendment provided for the paymént to those 
making birth reports of a fee of twenty-five 
cents, which was to be paid by the county. 

In 1903 the Act of 1901 was repealed, a pro- 
vision being made for the reporting of births 
within thirty days to the County Clerk by 
physicians, midwives, parents or householders, 
and further requiring the County Clerk to make 
a record of all birth and death certificates re- 
ceived by him and file such certificates in his 
office. 

Conditions that arose in 1941 at the time 
this country became engaged in actual war dis- 
closed the fact that the Law passed in 1877 
relative to birth and death records, and the 
amendments to this Law which were passed at 
different periods prior to the actual repealing 
of the Law in 1915, was not effective, as it re- 
sulted only in partial birth registration. When 
the demand was made upon people for certifica- 
tions of birth records for various purposes such 
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as Social Security, Old Age benefits and activ- 
ities connected with the conduct of the war, such 
as employment in defense plants, thousands of 
people found that records of their births had 
not been made at the time they were born. This 
is shown by the fact that the Division of Vital 
Statistics of what is now the Department of 
Public Health was called upon to assist those 
individuals whose births had not been recorded 
in the matter of establishing delayed birth rec- 
ords. 

In the year of 1941 there were filed 124,652 
such delayed birth records. In 1942, in which 
year the demand had increased greatly, 334,242 
delayed records were filed. During 1943, while 
there had been a drop in filing delayed records, 
132,975 such records were established with this 
Department. In 1944 there were still 43,796 
people who were born in the State of Illinois 
and who found it necessary to establish delayed 
birth records. The total of such records filed 
in the four year period was 635,665, 

While the Law in existence from 1877 until 
it was repealed in 1915 provided in a way for 
the registration of births, there were definite 
reasons for its not being effective. The require- 
ments insofar as physicians reporting the births 
were concerned were insufficient, and as no 
standard birth certilicates were issued by the 
Board of Health to physicians, what reports 
were made were of a casual nature and the rec- 
ords kept by the County Clerk were in a large 
number of cases book records and, therefore, in- 
adequate for use in later years as proof of the 


facts connected with what births were reported. 


Further, a large number of births occurring 
in this period of time were not attended by a 
physician, and as there were no licensed mid- 
wives, those women who served in the capacity 
of birth attendants, for a friend or neighbor, 
did not make any report of the event. 

In 1915 the 49th General Assembly enacted 
“The Law to Provide for the Registration of 
All Births, Stillbirths and Deaths in the State 
of Ilinois,” This Act repealed the Law that 
had been in force since 187%. While the Law 
became effective July 1, 1915, it really did not 
become operative until 1916. At that time the 
State was divided into 2500 registration dis- 
tricys. 


Irn 1917 this Law was amended to require 
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Local Registrars to transmit copies of all birth 
and death certificates to the County Clerks by 
the tenth of each month and to also file the 
original certificates with the State Department 
of Health at the same time. During this year 
the Division of Vital Statistics was established 
and the number of Local Registrars was re- 
duced to 1800. 
gaged in field work in connection with regis- 
tration were employed and machine tabulation 


Two special agents to be en- 


of records on file was established. The record- 
ing of births and deaths was tested by the U. 8. 
Bureau of the Census and the State was ad- 
mitted to the registration area for deaths effec- 
tive January 1, 1918. During this year the 
medical classification of . death causes was 
changed to conform with the rules of the U. §, 
Census Bureau. 

During 1919 registration districts were fur- 
ther consolidated and the number reduced to 
1500. Mechanical sorting and tabulating ma- 
chines and keypunching machines were added to 
the equipment of the Division of Vital Statistics 
and a system of numbering and filing original 
certificates was adopted. 

During 1920 a system of registering “Prior 
to Act” births by affidavit was inaugurated and 
the number of registration districts was further 
reduced to 1400, 


In 1922, as the result of a survey made by 
the U. 8S. Census Bureau, the State was admitted 
to the registration area for births. 

During 1931 the Law was further amended 
making a provision which would allow the is- 
suing of new birth certificates upon the basis 
of adoption decrees, and in 1933 a further 
amendment was passed to provide for the issu- 
ance of a new birth certificate on the basis of 
the intermarriage of the parents of an illegiti- 
mate child. Also, an amendment was passed 
providing for the issuance of a birth certificate 
for a foundling child and the further issuance 
of a new birth certificate in such cases based 
upon the later identification of the child, 

In 1940 the Law was amended to provide for 
the examination of birth records by health of- 
ficers for the purpose of ascertaining relative to 
procedures taken by physicians to prevent 
ophthalmia neonatorum, A further amend- 


ment provided for the issuance of a special cer- 
tification of birth record limited to a statement 


of items from the birth record relative to the 
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name and sex of the child, the names of the 
parents and the date and place of birth and the 
date recorded. 

During the General Assembly of 1943 the 
Legislature amended the Law relative to adop- 
tions and also relative to the issuance of new 
birth certificates on the basis of adoptions, mak- 
ing a provision for the issuance of such certifi- 
cates in the case of children born in Illinois but 
adopted in some other State. A change was also 
made in the Law relative to the establishing of 
delayed birth records, which change required 
that the affidavit in such cases should be made 
by an older relative. A provision was also made 
for the establishing of delayed records for in- 
dividuals born in Illinois who did not have any 
older relative. 

The General Assembly in 1945 further 
amended the Law relative to birth registration 
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in connection with the matter of adoption pro- 
ceedings and the issuance of new birth certifi- 
cates on the basis of such proceedings. 

By means of the Census taken in 1940 by 
the U. S. Census Bureau it was possible to make 
a survey and an estimate relative to the efficiency 
of the present Law relative to the registration 
and recording of births occurring in thé State. 
As a result of this survey it was determined that 
birth certificates were filed as required by the 
law in over 97% of such cases occurring in the 
State. Efforts are being made by the Depart- 
ment of Public Health at all times to improve 
the percentage of birth registration through the 
activities of Field Agents, who canvass each 
county of the State for the purpose of check- 
ing Local Registrars, Hospitals, Physicians and 
any other person who may be concerned with 
birth registration. 


CLF 


WE WOULD RATHER BE FREE 
(Continued ) 
erans and our war workers are JOBS. The way 
to provide these jobs is through a sound indus- 
trial system. Americans like to earn a living 
and those who believe in insurance like to buy it 
when they choose and from whomever they 
choose. Let our “liberals” get down to earth 
and stop flirting with false philosophies, Se- 
curity cannot be achieved by compulsion. Even 
if it were possible it would not be worth the 
personal dignity and individual self-respect 
which would have to be sacrificed on the unholy 
altar of an entrenching bureaucracy. Ameri- 
cans would rather be free than secure——WNebr. 


8. M. Jour., November, 1945 





BLOOD VESSEL RUPTURE IN BRAIN 
LESS FATAL WITH IMMEDIATE 
SURGERY 

The threat of recurrent hemorrhage and death 
in approximately 70 per cent of all patients with 
subarachnoid hemorrhage, a rupture of small 
blood vessels in the brain, could be removed if 
it were possible to treat patients effectively and 





safely by surgery during the first two weeks after 
the hemorrhage, according to a study reported 
in the November 10 issue of The Journal of 
the American Medical Association, 

George A. Wolf Jr., M.D., Helen Goodell, 
B.S. and Harold G. Wolff, M.D., New York, 
wrote that “29 per cent of patients who enter 
the hospital with subarachnoid hemorrhage die 
during the first episode of bleeding; 14 per 
cent die during recurrent bleeding between the 
second and the fourth week after the intial hem- 
orrhage, and an additional 5 per cent die by 
the end of the first year.” 

The authors, who studied 46 patients with 
subarachnoid hemorrhage at the New York 
Hospital, said the symptoms included “sudden 
violent headache, dizziness and vertigo, vomit- 
ing, drowsiness, stupor and coma, stiff neck and 
pain in the back of the thighs and legs, tightness 
of these areas, sweats and chills.” 

The investigators concluded from their studies 
that if patients survived the first year they had 
a good chance of a relatively long survival, “but 
the threat of repeated hemorrhage is always 


present.” 
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CHICAGO MEDICAL SOCIETY’S ANNUAL 
CLINICAL CONFERENCE 

The Chicago Medica) Society’s Annual Clin- 
ical Conference will be held at the Palmer 
House, Chicago, March 5, 6, % and 8, 1946. 
The program committee has invited outstand- 
ing members of the medical profession to pre- 
sent papers of general interest to all the pro- 
fession. The space in the Exhibition Hall has 
been completely allotted to a carefully selected 
group of Technica) Exhibitors and the Com- 
mittee on Scientific Exhibits is busy processing 
the large number of applications submitted for 
presentation at this meeting. These plans as- 
sure the success of this the first major general 
meeting in Chicago since the cessation of hos- 
tilities. It should prove intensely interesting 
to all physicians in and near Illinois. 


ANNOUNCEMENT OF VAN METER 
PRIZE AWARD 

The American Association for the Study of 
Goiter again offers the Van Meter Prize Award 
of Three Hundred Dollars and two honorable 
mentions for the best essays submitted concern- 
ing original work on problems related to the 
thyroid gland. The Award will be made at 
the annual meeting of the Association which 
will be held in Chicago, Illinois, in April or 
May 1946, providing essays of sufficient merit 
are presented in competition. 

The competing essays may cover either clin- 
ical or research investigations; should not ex- 
ceed three thousand words in length; must be 
presented in English; and a typewritten double 
spacxd copy sent to the corresponding Secretary, 
Dr. T. C. Davison, 207 Doctors Building, At- 
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lanta 3, Georgia, not later than February 20th, 
1946. The Committee, who will review the 
manuscripts, is composed of men well qualified 
to judge the merits of the competing essays. 
A place will be reserved on the program of the 
annual meeting for presentation of the Prize 
Award Essay by the author if it is possible for 
him to attend. The essay will be published in 
the annual Proceedings of the Association. This 
will not prevent its further publication, how- 
ever, in any Journal selected by the author. 


CORRECTION PLEASE! 
Dear Doctor Camp: 


I wonder if I might take the liberty of calling 
to your attention an error which occurred in the 
article, “Penicillin Reaction in the Treatment 
of Gonorrhea” which appeared on page 178 of 
the October, 1945, issue of the Illinois Medical 
Journal. 

The second sentence in the first paragraph of 
this article is very confusing as printed and in 
all probability is a result of an oversight on the 
part of the printers. The sentence should read 
as follows: “The amount of drug used in treat- 
ing the latter disease, 100,000 to 200,000 units, 
is totally inadequate for the ‘cure’ of syphilis 
which, it is believed now, requires a minimum of 
at least 1,200,000 units.” 

I mention this correction with the thought 
that perhaps you might like to make note of it 
in the next issue of the Journal. 


Yours very truly, 

Leslie W. Knott, M.D. 

Medical Administrative Assistant 
Department of Public Health, 
Springfield 
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NOTICE 

I should like to hear from all Physician An- 
esthetists in Illinois who are interested in form- 
ing a state organization. A group of this kind, 
which might be called The Illinois Society Of 
Anesthesiology, would be much more effective in 
representing the interests of Anesthesiologists in 
the state than the Chicago group, which repre- 
sents only a small geographical area. Please 
write me your views on the subject so that we 
ean begin to take action early in 1946. 


James H. Bennett, M.D. 
2650 Ridge Ave., Evanston, Il. 





MISSISSIPPI VALLEY MEDICAL SOCT- 
ETY 1946 ESSAY CONTEST 
The Mississippi Valley Medical Society is re- 
suming its annual Essay Contest which has not 
been held during the war. In 1946 it offers a 
cash prize of $100.00, a gold medal, and a cer- 
tificate of award for the best unpublished essay 
on any subject of general medical interest (in- 
cluding medical economics) and practical value 
to the general practitioner of medicine. Cer- 
tificates of merit may also be granted to the 
physicians whose essays are rated second and 
third best. Contestants must be members of the 
American Medical Association who are resi- 
dents of the United States. The winner will be 
invited to present his contribution before the 
next annual meeting of the Mississippi Valley 
Medical Society to be held at St. Louis, Mo., 
September 25, 26, 27, 1946, the Society reserv- 
ing the exclusive right to first publish the essay 
in its official publication — the MISSISSIPPI 
VALLEY MEDICAL JOURNAL (incorporat- 
ing the RADIOLOGIC REVIEW). All contri- 
butions shall not exceed 5000 words, be typewrit- 
ten in English in manuscript form, submitted in 
five copies and must be received not later than 
May 1, 1946. 
Further details may be secured from 
Harold Swanberg, M.D., Secretary, 
Mississippi Valley Medical Society, 
209-224 W. C. U. Building, Quincy, Illinois. 
PHYSICIANS NEEDED AT HINES 
It has come to the attention of the Secretary’s 
Office that there is an urgent immediate need 
for 18 physicians to fill positions on the rating 
boards at the Veterans Administration Center at 
Hines, Illinois. 
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T'his need is necessitated by the many claims 
being filed by servicemen who are being dis- 
charged from the armed forces. The position of 
Rating Specialist, Medical, is presently classi- 
fied in the Professional and Scientific Group un- 
der Grade P&S-4. The basic entrance salary is 
$4300 per annum and with the overtime sched- 
ule of eight hours presently in operation, the 
aggregate annual rate is $5092. 

The duties of a Rating Specialist, Medical, 
relate to determinations made by rating boards 
regarding the question of service connection of 
injury or disease, either by direct incurrence in 
active service with the armed forces, or aggrava- 
tion of a disease or injury which is shown to 
have pre-existed such service; and further, to 
determine the degree of disability resulting from 
such disease or injury held to have been so in- 
curred or aggravated during active service. 

Rating Specialists, Medical, have daily work 
hours from 8:00 A.M. to 4:30 P.M., 6 days 
weekly, including eight hours of overtime. 

Arrangement for interview concerning the 
further particulars relative to the position of 
Rating Specialist, Medical may be made with 
Mr. A. B. Chadwick, Adjudication Officer, at 
Hines, Illinois, either by letter or telephone. 
The telephone number is Columbus 6700, Ex- 
tension 267. 





NEW SCHERING REPRESENTATIVE 
IN CHICAGO 

Schering Corporation, with plants in Bloom- 
field and Union, New Jersey, manufacturers of 
important endocrine and pharmaceutical prod- 
ucts for the medical profession, has appointed 
Chester A. Jarecki, Professional Service Repre- 
sentative in Chicago. Mr. Jarecki is a gradu- 
ate of the University of Illinois College of 
Pharmacy and has had experience in retail 
pharmaceutical practice. 





Great progress has been made in control of tuber- 
culosis; equally obviously, much remains to be done. 
It may be said with fairness that no locality or state 
of the Federal Government has ever conducted an 
even reasonably adequate program for the control 
of the disease. Narry S. Mustard, M.D., Govern- 
ment in Public Health, The Commonwealth Fund, 
1945. 





There is no more important function of government 


*than the protection of the public health. Mayor 


Theodore R. McKeldin, Balt., Md. 














Medicine’s Role in the War Effort 





RECONVERSION OF THE 9-9-9 PROGRAM 

The 9-9-9 program was devised in order to supply 
American hospitals with residents. Without it every 
commissioned officer, which represented 80 per cent 
of each class, would have been called to active duty 
at the end of twelve months of internship and the 
American hospitals would have been practically devoid 
of residents. The Procurement and Assignment Serv- 
ice made arrangements with the Surgeons General so 
that a sufficient number of officers could have their 
active duty orders delayed and the hospitals could 
have a minimum supply of residents with which to 
operate during the war. The whole plan constituted 
a loan of military personnel to civilian institutions by 
the Surgeons General, and they were willing to enter 
into the plan because it was perfectly obvious that 
there was no other supply available with which to 
keep these hospitals operating. 

Increasing numbers of veterans who have seen ac- 
tive duty are becoming available for filling such posi- 
tions, and therefore the Surgeons General are con- 
vinced that it is in order to call to active duty as 
rapidly as possible every commissioned officer who has 
not been on active duty. Hospitals, therefore, must 
begin at once to appoint veterans to every staff posi- 
tion so that, with rare exception, every military resi- 
dent can be called to active duty not later than April 
1, 1946. As soon as a veteran has been adequately 
trained to replace a commissioned officer resident, that 
officer should be called to active duty at once without 
regard to whether or not he has completed the full 
term of his present deferment. The hospital must 
notify the state chairman for physicians of the Pro- 
curement and Assignment Service of the availability 
of such officers at once. State chairmen must watch 
these developments closely. At present veterans will 
not count in hospital quotas and it will be of great ad- 
vantage to the hospitals to accept veterans as replace- 


ments for the officers who do count in quotas. The ~ 


great advantage to hospitals in accepting veterans 
promptly is that they will be orientated to their posi- 
tion before April 1 in anticipation of the fact that 
after July 1 such veterans will be practically the sole * 
source of supply of residents for civilian hospitals. 
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Hospitals and commissioned officers now serving as 

residents are reminded that any contract with hospitals 
is wholly subsidiary to their legal obligation to the 
Army and Navy and that each individual is subject 
to active duty orders at the discretion of the Surgeons 
General. 


Present deferments were granted by the Surgeons 
General prior to VE day when there was no other 
supply available to the hospitals. In many institutions 
veterans are applying by the scores for hospital ap- 
pointments, and hospitals should accept them to the 
greatest extent possible in anticipation of the fact that 
those not having been on active duty will be called. 


In those cases in which the hospital desires the serv- 
ices of an officer on active duty in the Army to fill a 
residency and the hospital is willing to release a de- 
ferred commissioned resident who has not been on 
active duty before the termination of his present de- 
ferment period in exchange and he is an officer (1) 
who has been on active duty for two years or more, 
(2) who is now stationed within the continental United 
States and (3) who would accept the appointment, a 
request for the release of that officer under War De- 
partment Circular 296 through the Procurement and 
Assignment Service will receive immediately prompt 
and favorable consideration by the Surgeon General 
of the Army. This replacement possibility does not 
extend to officers on duty with the Navy. 


The Procurement and Assignment Service will con- 
tinue to recognize its responsibility toward the hos- 
pitals, and in those individual instances, very limited 
in number, in which hospitals are unable to secure a 
veteran after exhausting every effort or an officer 
who qualified under the War Department Circular 296 
will be given consideration by the Procurement and 
Assignment Service and the Offices of the Surgeons. 
General. Subject to the foregoing general provisions 
the reconversion from the 9-9-9 program to a peace- 
time twelve month service will be conducted in ac- 
cordance with the following plan: (This outline ap- 
plies to the April group. Information concerning 
those who finish their present term before April and 
after April will be released in the near future.) 
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SECTION I 

A. Each commissioned officer who is an intern 
terminating his nine months of internship on April 1, 
1946 will continue in his present internship until July 
1, 1946. (For exceptions see section II.) 

B. Each commissioned officer who is a junior resi- 
dent terminating his junior residency on April 1 (if 
he has not already been replaced by a veteran prior 
to April 1) will be called to active duty on April 1 ex- 
cept in rare cases in which special request for his 
service is submitted to and approved by the Procure- 
ment and Assignment Service and the Surgeon Gen- 
eral, such request to be effective only until he is re- 
placed by a veteran and not beyond July 1, 1946. 

C. Each commissioned officer who is senior resi- 
dent and who is completing his ‘twenty-seven months 
of service in a hospital following graduation will be 
called to active duty on or about April 1, 1946 if not 
replaced prior to that date by a veteran. 

D. Senior students who graduate on or about April 
1, 1946 are to be accepted for internship on that date. 
This new group of interns will be allowed to serve 
internships until July 1, 1947. This means that hos- 
pitals would have a maximum of twice their quota 
of interns from April to July and their quota of 
interns from July to the following July. In view 
of this and in order to maintain equitable distribution 
of the intern supply, quotas for interns will be main- 
tained at their present levels. 

SECTION II 

A. The present interns (referred to in paragraph 
A, section I) will be called to active duty on July 1, 
1946 except (1) those who are called to duty between 
April 1 and July 1 because the hospitals cannot facil- 
itate both the old and new groups of interns for three 
full months of overlapping service; and (2) those 
rare cases in which their services are absolutely es- 
sential for an additional period in civilian hospitals. 
Their services will be deemed necessary only in those 
cases in which the Procurement and Assignment Serv- 
ice and the Surgeons General are convinced that every 
effort to obtain the services of veterans, physically 
disqualified or otherwise ineligible men or of wom- 
en has been made. [N. B.: If Congress votes funds 
to continue the ASTP beyond June 30, 1946 the mili- 
tary group in the following class (unless the Army 
Training Service abandons its present accelleration 
demands) will become available for internship on Jan. 
1, 1947. This would produce a six month overlap 
from January to July, but it is hoped that this can 
be avoided.]} 

B. The present junior residents (referred to in 
paragraph D, section I) will be called to active duty 
as soon as replaced by a veteran with the same excep- 
tions stated in paragraph A, section I. 

C. (Blank). 

D. The new graduates (referred to in paragraph 
D, section I), who will complete twelve months of 
internship on or before July 1, 1947 will be called 
to active duty on that date. These men may have 
as much as fifteen months of internship, that is, April 
1, 1946 to July 1, 1947. 


MEDICINE’S ROLE IN THE WAR EFFORT 









SECTION III 


By April 1, 1946 hospitals will be almost entirely 
dependent on nonmilitary personnel to fill residencies. 

This program does not contemplate an interference 
with the present policy of not including veterans in 
quotas. In fact, it emphasizes the importance of ac- 
quiring the services of such veterans at the earliest 
possible moment so that they will be adequately trained 
to serve as replacements for officers now deferred 
to April 1 and for the period when they will represent 
practically the entire supply—after July 1, 1946. 

In the interest of adequate distribution of the avail- 
able supply of veterans, it is expected that hospitals 
will not fill their house staff out of proportion to 
present quotas. These veterans should be used first 
as replacements, and present quotas for residents 
should not be exceeded until all deferred commissioned 
officers who have not been on active duty have been 
released from that particular hospital. This is not 
contrary to the policy of not counting veterans in 
quotas until they are sufficiently trained to be used 
as replacements. 

It will not be necessary to submit forms 218 for 
the continuation of interns for the period from April 
1 to July 1, referred to in paragraphs A and B, sec- 
tion I. It will be presumed, however, that the junior 
residents referred to in paragraph B, section I, prac- 
tically without exception, will not be requested for 
this period and will be released prior to but not later 
than April 1 and as soon as they can be satisfactorily 
replaced by officers discharged or separated from the 
service. 

The necessity of reconverting from the 9-9-9 pro- 
gram as rapidly as possible cannot be emphasized too 
strongly and to the greatest extent possible for the 
purpose of returning to the July to July twelve month 
internship this coming year. The most available and 
safest supply of physicians to serve residencies will 
be these who have completed their military obligation 
to the nation during the war and the duration of the 
emergency. 

* * 


PROGRAM FOR DEFERRED RESIDENTS 
OF MEDICAL CORPS 

Following is the modification of the program for 
deferred residents of the Medical Corps, published re- 
cently in War Department Circular No. 296, which 
will be effective until March 28, 1947 unless sooner 
rescinded or superseded : 

1. General and Eligibility. a. Medical Corps officers on 
active duty as explained below are eligible for release from 
active duty to accept residencies or fellowships in civilian 
hospitals. Upon their release, they must be replaced by a 
Medical Corps officer now on inactive duty and serving as a 
resident or fellow in the hospital to which the officer being 
released will report for postgraduate training. 

b. Criteria for eligibility: 

(1) Must have been on active duty prior to Jan. 1, 1943. 

(2) Must be under 40 years of age. 

(3) Must not be eligible for release from active duty 
under other War Department directives or army 
regulations. 

2. Applications. Procedure for filing: 

a. Application for determination of eligibility for release 
should be addressed to the Adjutant General (attention 
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Officers’ Branch, Separation Section, Munitions Building, 
Washington, D. C.) through military channels. Application 
should be accompanied by a true copy of WD AGO form 
178-2 or 66-3 in duplicate with a 2 by 2 inch passport type 
photograph attached. 

b. A statement must accompany the application indicating 
that the criteria mentioned in paragraph 1 b apply. In 
addition the following information must be furnished: 

(1) Name of hospital in which residency or fellowship 
is desired. In this connection, first consideration 
should be given to applying for a residency or 
fellowship in the hospital in which the officer re- 
ceived his original training if the hospital has 
Medical Corps officers on an inactive status serving 
as residents or fellows. 

(2) A second and third choice of hospital will be given. 

(3) In the event applicant has already received an 
appointment from a hospital this fact will be 
clearly stated, giving the date the appointment was 
received, the type of residency or fellowship and 
the period of time during which the appointment 
will be effective. 

(4) No hospital should be named which does not have 
Medical Corps officers on an inactive status serving 
as residents or fellows. 

3. Forwarding of Applications. a. All applicants will be 
forwarded through military channels to the Adjutant General 
(attention Officers’ Branch, Separation Section, Munitions 
Building, Washington, D. C.) for forwarding to the Surgeon 
General regardless of whether the application is approved or 
disapproved by forwarding commander. 

b. The first forwarding indorsement will include the follow- 

ing statements: 

(1) Approval or disapproval. 

(2) There is (or is not) an overall surplus in the com- 
mand jurisdiction of officers qualified and available 
to fill the duty assignments for which the officer 
concerned is qualified. 

(3) A replacement will (or will not) be required and 
is (or is not) readily available. 

(4) Services of the officer have been such as to entitle 
him to separation under honorable conditions. 

(5) No disciplinary action or reclassification proceedings 
under AR 605-230 are pending or appropriate in the 
case. 

(6) No hospital disposition board or Army retiring 
board proceedings are pending or believed to be 
appropriate. 

c. Subsequent forwarding indorsements will include state- 
ments of approval or disapproval and such other remarks as 
may be deemed pertinent. 

4. Action of the Surgeon General’s Office and Procurement 
and Assignment Service, War Manpower Commission. 
a. Upon receipt and approval of the application by the 
Surgeon General, the application will be noted and forwarded 
to the Procurement and Assignment Service, War Manpower 
Commission, which service will act as intermediary agent 
between the War Department and the civilian hospital. The 
approval or disapproval of the application by the civilian 
hospital will be returned to the Surgeon General through the 
Procurement and Assignment Service, War Manpower Com- 
mission, accompanied by the name of a Medical Corps officer 
on inactive duty, who will be released by the hospital for 
active military service. 

b. Upon receipt of an approved application from the Pro- 
curement and Assignment Service, War Manpower Com- 
mission, the Surgeon General will forward the papers to the 
Adjutant General (attention Officers’ Branch, Separation Sec- 
tion, Munitions Building, Washington, D. C.) giving the date 
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the separation is to become effective and concurrently advise 
the applicant through military channels of the approval of 
the application and the date the applicant will be released 
from duty. 

ec. Concurrently with action taken in b above, the Surgeon 
General will request that orders be issued assigning the 
Medical Corps officer who is serving as a resident or fellow 
on an inactive status to active duty. The effective date of 
active duty will be ten days later than the date at which 
medical officer released from active service will report to the 
hospital. 


* * 
MAGNUSON BECOMES ASSISTANT 
TO HAWLEY 

Dr. Paul B. Magnuson, Chicago, has accepted a 
post in Washington as assistant to Major Gen. Paul 
R. Hawley, Surgeon General of the Veterans Admin- 
istration. His duties will be connected with a plan to 
appoint civilian doctors to veterans’ hospitals, espe- 
cially civilian doctors who have seen ‘service in the 
Army in the second world war, and whose record 
indicates that they have been devoted to their duties 
and service to the soldier. ; 

Dr. Magnuson has taken a leave of absence from 
his duties at Northwestern University Medical School 
as professor of bone and joint surgery and will devote 
his full time during the next few months to this 
assignment. He is not permanently giving up practice 
or teaching in the medical school and plans to return 
to his practice as soon as the organization of veterans’ 
care is well under way. This, as indicated now, 
should not be more than six months. 


* * 
LIEUTENANT COLONEL 
ALFRED CAMPBELL LEDOUX 

Lieut. Col. Alfred’ Campbell Ledoux, formerly of 
Evanston, IIl., was recently awarded the Bronze Star. 
The ‘citation read, in part, “Lieut. Col. Alfred Camp- 
bell Ledoux, while serving in the Army of the United 
States, distinguished himself by meritorious service in 
connection with military operations not involving 
aerial fight against an enemy of the United States. 
As chief of the x-ray service, 108th General Hospital, 
Lieutenant Colonel Ledoux was instrumental in the 
discovery, the reconstitution of and the early adaption 
of captured German x-ray and radiotherapy equip- 
ment. This was accomplished by virtue of his in- 
itiative, specialized technical knowledge and highly 
professional attainments. The immediate availability 
of this splendid equipment at a time when transport 
of our own equipment was extremely difficult and 
uncertain, owing to the exigencies of the military 
situation, materially assisted in the diagnostic care and 
treatment of many thousands of casualties.” Dr. 
Ledoux graduated from Tufts College Medical 
School, Boston, in 1929 and entered the service Jan. 
1, 1943. 
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COMPOUND FRACTURES 
A First Priority Emergency. 
A Plea for an Adequate Plan for Definitive 
Treatment. 
Epwarp L. CoMPEreE, M.D. 
CHICAGO 

The only difference between a compound and 
a simple fracture lies in the fact that in the 
former injury there is a break in the skin with 
direct communication from the outside to the 
site of the fracture. A compound fracture con- 
stitutes a real emergency. Unless the wound it- 
self is cared for promptly and adequately, infec- 
tion may be expected. Infection of the wound 
of a compound fracture may lead to osteomyelitis, 
septicemia, nonunion, prolonged invalidism, loss 
of limb, or death. 

A compound fracture may be treated in one 
of four different ways. Two of these procedures 
are definitely bad and may be expected to pro- 
duce poor end results. Either of the other two, 
if used in properly selected cases, may be ex- 
pected to bring about recovery with a minimum 
loss of time and with very little permanent dis- 
ability. The first two of the four procedures re- 
ferred to are: 

1. — The wound of the compound fracture is 
left alone. Some type of antiseptic (most com- 
monly iodine) is poured into the wound, a dry 
dressing is applied and the surgeon sits down io 
wait to see what will happen. There is no ade- 
quate cleansing, no debriding and any foreign 
material which was in the wound when the pa- 
tient was brought to the doctor remains there. 
Infection in these instances is more often the 





From the Department of Bone and Joint Surgery, North- 
western University Medical School. 


rule than the exception. (Figure 1 and Figure 2) 

2. — The wound is treated with a strong anti- 
septic, is either cleansed inadequately or not at 
all, and either inadequately debrided or this pro- 





FIGURE 1: Deformity and persistent infection 7 years 
after compound fracture of both bones of both lower 
legs of a patient who was inadequately treated. 
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FIGURE 2: Roentgenograms of left and right lower legs showed unhealed compound frac- 
tures. Total permanent disability resulted from failure to successfully prevent infection by 
rendering the best possible difinitive care. 


cedure is entirely neglected. In spite of the fact 
that there has not been the necessary cleansing 
of the extremity or of the wound, with removal 
of all foreign material and all devitalized tissue, 
this wound may be closed. This is not a com- 
mon error, but when a surgeon makes this mis- 
take the most serious consequences are to be an- 
ticipated. Not only infection but gas gangrene 
may follow such poor medical practice in a rather 
high percentage of the cases. 

One of the first patients that I had the oppor- 
tunity of treating, in which the compound frac- 
ture had been managed in the manner described 
above, was the fourteen-year-old daughter of a 
prominent Detroit banker. The car in which she 
was riding had overturned and the elbow of this 
young patient had been dragged beneath the side 
of the car and against a sand and gravel bank. 
She was given initial care by a physician in one 
of the smaller towns in central Michigan. I saw 
her approximately 30 hours after the accident 
when she was admitted to the Henry Ford Hos- 
pital in Detroit where I was a member of the 





house staff. The arm was extensively swollen. 
There was crepitus and cyanosis from the shoul- 
der to the finger tips. The wound in the region 
of the elbow had been closed tightly. When the 
stitches were removed and the wound was opened, 
foul smelling pus with quantities of gas escaped. 
Multiple incisions were made for drainage and 
the jagged lacerations were washed with several 
liters of sterile water and soap. Approximately 
one-half teacup of gravel and sand was removed. 
Some of the bits of gravel were one centimeter 
in diameter. This foreign material had been 
sewed into the wound. The arm was saved, but 
inefficient cleansing and neglect of debriding on 
the part of the doctor who had rendered the 
initial care, almost cost the life of this patient. 

It should be emphasized at this point that the 
general practitioner, and especially the man who 
is trained in the discipline of general surgery, 
has the greatest opportunity of rendering service 
to patients who have suffered from compound 
fractures. The specialist only occasionally sees 
these patients soon enough after the injury oc- 
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curs to render the care that is urgently needed if 
infection is to be averted. 

We have discussed two of the ways in which 
patients may be incorrectly treated for their 
compound fractures. The intelligent and well- 
trained surgeon may not be qualified to give the 
best care in the reduction of the fracture and in 
promoting healing of the broken bone without 
deformity or loss of function, but he should at 
least be able to deal with the wound. The care 
of the fracture itself is of secondary importance. 
At the earliest possible moment the wound of the 
compound fracture should be _ thoroughly 
cleansed, the skin about the wound scrubbed and 
the wound itself adequately debrided. After this 
part of the treatment has been carried out the 
wound may: 

3. — be left open, or 

4, — be primarily closed, using interrupted 
silk stitches for the skin. If no buried catgut is 
left in the wound and no drains are inserted, this 
procedure may change the compound into a 
simple fracture. 

It would seem obvious to anyone who has had 
training in surgical methods that the ideal in 
the management of compound fractures would 
be to try to obtain primary healing of the wound 
and thus change the compound fracture into a 
simple fracture. 

Laudable pus was considered by the best sur- 
geons of a few generations past as a necessary or 
even ideal method of healing a wound. Healing 
by primary intention was the exception rather 
than the rule. Too often the physician added 
insult to injury by filling a relatively clean 
wound with boiling oil, hot pitch, or a corrosive 
chemical. 

The physician does not heal wounds or knit 
fractures. Forces of repair inherent in the body 
of each living organism, working in accordance 
with the laws of nature, perform the healing 
process. The physician should be qualified by 
training to play a very helpful role in this drama. 
It is his responsibility to assist the repair by re- 
moving obstacles or correcting, insofar as pos- 
sible, influences which may inhibit the healing 
of the wound or the knitting of the fracture. 

The following outline presents the treatment 
program which is recommended for the fresh 
compound fracture. 


Emergency Care At Site Of Accident — 1. 
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Give morphine sulfate, 14 grain, for pain unless 
there is a head injury. Omit morphine if the 
patient is a small child. 2. Treat shock — con- 
trol bleeding and apply external heat; give warm 
fluids by mouth if the patient is conscious. 

3. Clamp the severed blood vessels that are 
spurting blood. 

4. Sprinkle the wound with sulfanilamide and 
cover with sterile pressure dressing. 

5. Apply an adequate splint before moving the 
patient. This will lessen shock and prevent fur- 
ther damage to soft tissues. 

6. Transport the patient to a hospital without 
unnecessary delay — on a stretcher if the spine, 
pelvis, femur, or tibia is involved, or if the pa- 
tient is unconscious. 

%. Apply tourniquets only when absolutely 
necessary to stop hemorrhaging. They are 
dangerous. They may be forgotten, with result- 
ing gangrene. 

Hospital Care — 1. Continue treatment of 
shock while the operating room is being pre- 
pared. Apply warm blankets and hot water 
bottles. Administer adequate amounts of plasma, 
whole blood or glucose and saline. 

In deep shock, give continuous blood plasma or 
whole blood, or both. Do not stop after one 
transfusion if shock is not relieved. 

Search for other injuries — to the brain, a 
ruptured viscus or hemorrhage into adrenals. 

2. As soon as the patient’s condition permits, 
excise the wound im the operating room. (Figure 
3) 

a. Place the leg on a fracture table in the trac- 

tion stirrups. 

b. Continue the administration of fluids in- 
travenously if they are needed. 

c. Obtain roentgenograms while the operator 
scrubs his hands for ten minutes and dons 
sterile gown and gloves. The nose and 
mouth must be covered. 

d. Apply skeletal traction, if indicated. 

e. Scrub the skin for ten minutes with white - 
soap and sterile cotton while protecting he 
open wound with a sterile towel. (If serub- 
bing is not feasible, use benzine or ether 
and iodine on skin, but not im wound.) 

f. The operator should change his gloves. 
Drape the wound area with sterile towels. 
Wash the interior of the wound for ten 
minutes, using white soap and water. Irri- 
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Compound fracture of 
tibia with proximal 
end of lower fragment 
protruding from wound. 


\ 
Open wound protected by 
Sterile gauze as leg is 
cleansed with soap and 


sterile water for 10min Patient on fracture table. 


Foot strapped in position 
with no traction. 









Block excision of all devi- 
talized tissue. 
My, 
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Wound flushed / 
from below upward 


by glass tip as wounds 
washed with soap and ster 


ile, 
water using large cotton wads. 


Dirt ground into bone re- 
moved by rongeur before 
reduction. 


Figure 3; Cleansing and debridement of compound 
fracture wound. (From Compere and Banks, Pictorial 
Handbook of Fracture Treatment, page 53; The Year 
Book Publishers, Chicago, Illinois.) 


gate from below upward with large volumes 
of warm sterile physiologic salt solution. 
Again change gloves. 

g. Excise the walls of the wound, Start from 
the skin and go downward (debridement). 
Obtain hemostasis, 


h. Rongeur away all infected bone. 


i. Remove only the completely detached small 
fragments, no large fragments. 

j. Reduce the fracture. Immobilize with a 
metal plate if the position of fragments is 
unstable. 

k. Repair severed tendons and nerves if it 
seems that infection is unlikely to occur. 

1. Frost all recesses and surfaces of the wound 
with sulfanilamide crystals. 

3. Decide whether the wound shall be sutured 

or packed open. 

a. Close the wound without tension if the pa- 
cient is treated within six to eight hours 


after injury. 
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(1) Bury little plain catgut. Do not bury 
chromic sutures. 
(2) Do not suture muscles or fascia. 
(3) Make parallel skin incisions to effect 
closure if necessary. 
(4) Apply split-skin grafts to secondary 
wounds. 

b. Leave the wound open. Insert sulfanila- 
mide-vaseline-impregnated gauze if the pa- 
tient is seen after eight hours or if it is the 
surgeon’s opinion that the wound should not 
be closed, even though less than eight hours 
have elapsed before excision. The open 
pack method should be compulsory if (1) 
there are multiple wounds, (2) The sur- 
geon is not experienced in compound frae- 
ture surgery, or (3) the patient must be 
evacuated from a combat area. 

4, Immobilize the fracture adequately with 
plaster dressing. Permit the patient to be am- 
bulatory on crutches, if at all possible. The 
Roger Anderson multiple pin method, in con- 
junction with plaster or external metal bar, 
leaving all joints free, may be used by those ex- 
perienced in the technic. The internal splint- 
ing of unstable compound fractures by nonir- 
ritating metal plates and screws, in conjunction 
with plaster cdsts, may be used by those who 
have had training and experience with this meth- 
od. (Figure 4) 

5. Give tetanus antitoxin, 3,000 international 
units. 

6. Give gas bacillus antitoxin if the wound is 
contaminated with dirt from the highway or 
cultivated fields. 

Y. Administer sulfathiazole or sulfadiazine 
routinely in full doses by mouth. 

8. Give 20,000 units of penicillin intramuscu- 
larly every three hours. 

Too much emphasis cannot be placed on the 
importance of performing an adequate débride- 
ment. This does not mean the mere cutting away 
of skin margins, as so many students are led to 
believe from inadequate descriptions of this pro- 
cedure in their textbooks. It means the excision 
en masse of all devitalized and contaminated 
tissues except major nerves and blood vessels. 
The use in the wound of iodine, benzine or other 
strong antiseptics which devitalize living cells 
and predispose them to infection is definitely 


condemned. The use of. the sulfonamides can- 
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Figure 4: Immediate reduction, primary closure of 


wound and immobilization of the fracture. (From 
Compere and Banks, Pictorial Handbook of Fracture 


Treatment, Page 55: The Year Book Publishers, Chi- 


cago, Illinois.) 


not compensate for imadequate excision of the 
wound. It has been shown by comparable series 
of cases that unless adequate débridement is per- 
formed, the incidence of infection in compound 
wounds treated within eight hours is not lowered 
materially by the local use of the sulfonamides. 

For the physician who has had little actual 
experience and training in fracture management 
and cannot perform a skillful cleansing and dé- 
bridement of the wound or is not able to pro- 
vide adequate aftercare of the patient, the open 
method is undoubtedly safer under all cireum- 
stances, 

There are certain theoretical advantages of 
primary suture of compound fractures: 

1, This method, when successful, turns com- 
pound into simple fractures. 


2. Both primary and secondary infection is 
avoided, and osteomyelitis is prevented. 


3. Healing of soft tissues is complete in ten to 
twelve days. 
4. The scar is linear and nonadherent. 
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5. The hospitalization period is decreased. 

6. The period of disability is lessened. 

Contraindications to primary closure of com- 
pound fracture wounds may be summarized as 
follows: 

1. Wounds over eight to ten hours old. 

2. Wounds widely contused. 

3. Prevalence of gas organisms in the geo- 
graphic area, with definite contamination of the 
wound. 

4. Inadequate débridement owing to presence 
of major vessels and nerves. 

5. Tissues under tension. (These may be re- 
laxed by incision of the skin at a distance from 
the wound.) 

6. All war wounds, which are often multiple, 
including compound fractures. 

Patients with compound fractures who arrive 
at the hospital for care after suppuration is 
definitely established, or too long after injury to 
permit of primary closure, should be treated by 
the Orr method. 

The well trained surgeon in civilian practice 
can and should cleanse, débride and close all 
wounds of compound fractures seen within eight 
hours of injury. War wounds may have to be 
treated by physicians who have not had wide 
training in surgical technic and the principles of 
thorough cleansing and débridement of con- 
taminated wounds or the discipline needed in 
the management of major fractures. Under 
these circumstances, the wounds should be 
washed, cleansed with warm saline, débrided as 
well as possible, packed loosely with sulfanila- 
mide-vaseline-impregnated gauze and immo- 
bilized; and the patient should then be trans- 
ported as soon as possible to a medical center 
for further treatment of the fracture. Sulfathia- 
zole or sulfadiazine, 4 Gm. by mouth, should be 
given as soon as possible after the injury, and 
1 Gm. four times daily. Penicillin, 20,000 units 
intramuscularly, should be administered every 
three hours until temperature remains normal 
for four consecutive days. 





Natural or racial immunity to tuberculosis has long 
been a controversial question. However, it is gen- 
erally accepted at present that resistance to the dis- 
ease by Indians is less than that shown by whites 
when judged by the standards of morbidity and mor- 
tality rates and the X-ray appearance of lesions. 
J. R. McGibony, M.D., & A. W. Dahlstrom, M.D, 


Am. Rev. The., Aug., 1945. 





MEDICAL CARE FOR VETERANS 
Paut R. Hawtey, Major General 
Medica] Director, Veterans’ Administration 

I am going to present to you very briefly and 
‘very frankly what we have in mind to improve 
\the medical service of the Veterans’ Administra- 
‘tion. 

It falls into two large problems, one of in- 
stitutional care of the sick and injured veteran 
and the other is out-patient care. I presume 
\the large bulk of the membership of the com- 
ponent societies here is interested more in out- 
patient care than in institutional care and I 
shall devote most of my time to explain what 
we intend and hope to do in that. First I 
should say that we have started institutional 
care. We are trying to get the best people in 
the United States to help us to put our program 
into operation. We are going to the medical 
profession, to people known and respected in 
the profession for that help, to improve our in- 
stitutional care by getting attending staffs from 
the community, from schools near our hospitals. 

We are most fortunate in having a man come 
with us whom you all know, and whom you all 
respect. I just want to tell you that Dr. Paul 
Magnuson of Chicago is giving up his practice 
and for a mere pittance is coming full time in 
our office in Washington to organize the in- 
stitutional care of the veteran. Dr. Paul Mag- 
nuson is here, and I wish to introduce him. 

Now we have people like this who make such 
sacrifices in the interest not only of the veteran, 
but in the interest of the medical profession. I 
think we are going to succeed if we are not 
stimulated by personal local interests commonly 
known as politics. The people, on the whole, I 
think, have been educated rather badly in the 
care of the veteran, and I sometimes feel that 
the pressure is brought upon us to build vet- 
erans’ hospitals much the same as it is to build 
post offices. That has got to be discouraged. 
We can only put veterans’ hospitals where we 
can get high-class medical assistance on part- 
time bases from the outside. 

Now let us get to the problem. I think you 
are more interested in this one than institu- 
tional care, which is the out-patient problem. 
At the moment all women veterans are entitled 
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to out-patient care at whatever expense for any 
disability, service-connected or not service-con- 
nected. Men veterans are entitled to out-patient 
care only for service-connected disability. This 
introduces an administrative problem in the de- 
termination as to whether or not a man going 
for out-patient care is entitled to it at govern- 
ment expense. However, that is not an in- 
surmountable problem and can be solved in 
many ways. It can be solved by the ordinary 
identification card which can be issued to each 
veteran, and without proclaiming publicly, a 
code number of disabilities can be used and he 
can display the card when he comes in. It 
will show the disability if service-connected 
and the doctor can look after him with some 
assurance on his pay. 

We don’t want to have the veteran treated 
in any way as a class apart from society. He 
is a part of society and insofar as possible he 
should get his medical care just as any other 
member of society in the United States gets his 
medical care. In the past it has been customary 
to designate one, usually, or two physicians in 
the community, as Veterans’ Administration 
physicians. All veterans are forced to go to 
them. Now there are many exceptions to this 
rule but in many places the men who either 
have been recommended by the local society for 
this position, or who have accepted the position, 
are men who have plenty of time on their hands 
and to whom not many other people in the com- 
munity are going. We should like to reverse 
that. We should like to have every physician 
in each community designated as a veterans’ 
physician and we should like insofar as possible 
for the veteran to choose his own physician in 
his own community like any other person in the 
community does. 


How are we going to work that out? I don’t 
know how many counties there are in the United 
States, three thousand or something. The prob- 
lem may have to be worked out in three thou- 
sand different ways. Each county has its own 
problems — has its own medical problems — 
and we are not interested in demanding but one 
plan. We will subscribe to three thousand dif- 
ferent plans. We will make the shoe fit the 
foot of the county society. 

I want to tell you of our start and we have 
made a start. The Monmouth County New 
Jersey Medical Society last May, submitted a 
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plan whereby, as a county society, they would 
give out-patient care to the veteran. They would 
establish an out-patient clinic. The clinic would 
be staffed with various specialists one night a 
week, or two nights a week, but would be kept 
open all the time with somebody in attendance 


for the veteran to come to in an emergency. - 


They would have regular meetings of a rather 
special staff. They would make the contact 
with the local regional officers of the Veterans’ 
Administration and would establish the service 
connection. In cases that are not service-con- 
nected these people say, “Well they are a re- 
sponsibility of the community. If the govern- 
ment pays for them we are no worse off than any 
person who walks into the office. We send them 
a bill and if they pay we get paid.” It is the 
same proposition as any patient who walks into 
a doctor’s office. They have arranged with all 
the hospitals in the county to furnish the phys- 
ical arrangement for the out-patient service, the 
necessary space, and the equipment. The fees 
to be paid are a subject to be discussed between 
us, and I shall take up fees in a minute. For 
some curious reason this proposal of last May 
was turned down, and shortly after I went with 
the Veterans’ Administration, about six weeks 
ago, I heard about it. I immediately telephoned 
the president of the society and asked if their en- 
thusiasm had been dampened, if they were will- 
ing to reopen the subject. Fortunately for the 
Veterans’ Administration they were. They came 
down to Washington and laid out the plan. 
There were a few things which under the law 
we couldn’t do but which we adjusted to the 
satisfaction of both sides. 


There was one part of their proposal I thought 
was extremely unfair to them and that was 
they were going to operate this thing three 
months without any expense to the government 
except the fees paid to the physician. No ex- 
pense to the government for clerical help, etc. 
‘They wanted to make a trial run, establish how 
much it was going to cost, how much the gov- 
ernment ought to pay. They insisted upon the 
trial run being made at their own expense which 
was a most generous offer and that they insisted 
upon. 


Now as to fees. We could no more set a 
scale of fees in Washington which would be ap- 
plicable to every community in the United States 
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than we could set a scale of prices for meals 
to be applicable in every restaurant in the 
United States and we don’t intend to do it. 
We don’t intend to publish our scale of fees. 
We told the Monmouth County, “You put in a 
scale of fees you think is fair and equitable to 
your own people, remembering only one thing 
— there are many times when a doctor does 
charge a fee but does not get it. The Govern- 
ment wants to pay as much as is reasonably 
justified. We don’t want to beat the doctor 
down at all. At the same time we don’t think 
we are in a sound position if we pay the top 
prices he gets from his wealthiest patients, but 
you submit us a scale of fees for Monmouth 
County and we are not going to have much argu- 


ment about it.” 


That is for Monmouth County. If we go 
into metropolitan New York we pay a different 
scale of fees. Obviously the scale of fees varies 


with communities and we are going to have no 
set scale. 


The next thing that frightens many people 
about having anything to do with the Veterans’ 
Administration is the terrific amount of ad- 
ministrative work the doctor has to do. What he 
does for the patient is the least of his work. He 
has interminable forms to fill out. In the first 
place we are going to try to simplify these forms. 
You must remember that these are pensionable 
cases, and the government does have to have 
some permanent record of what is wrong with 
aman. That does not have to be as voluminous 
as it is now, but we do have to have a record. 
Furthermore, anybody who draws pay from the 
government has to sign something once a month, 
or every time he submits a fee, somebody has 
to fill out a form. Our position is that since 
the Veterans’ Administration requires all this 
over and above medical care, the Veterans’ Ad- 
ministration should furnish the clerical help 
to do it. And if we establish an out-patient 
clinic in any town we shall put clerical help in 
there to fill out the doctor’s vouchers for his 
charges. They will also be available to write up 
the medical history of the case from his notes on 
the case, taking away from the doctor any neces- 
sity for doing all of this administrative work. 


We have only made a start in one county. We 
hope that the news gets around to other coun- 
ties because it is essentially a local arrangement. 
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Conditions vary so widely in different parts of 
the country. We will submit a plan to the 
thirteen districts when we decentralize. The 
local regional man will be given authority to deal 
with local societies, to advise them as to what 
kind of a plan will meet the requirements of 
the law and we will get them approved as rapid- 
ly as possible, and we would like to see them 
in operation. 

In conclusion I want to say that in the inter- 
est of the veteran, and the interest of the peo- 
ple of the country, we want this care of the 
veteran to be done by a free and unregimented 
profession. We want to preserve the structure of 
medicine in this country. We want the mini- 
mum of government supervision of the care of 
the veteran. We are willing to rely on the large 
picture for the honest effort of the profession 
as a profession and we feel, — and perhaps it 
is apropos here with the discussion which is be- 
fore you in the nature of Public Relations, — 
that we are contributing something to the medi- 
cal profession in giving them an opportunity 
at no great sacrifice. 


THROMBOSIS OF THE DEEP VEINS 
OF THE LOWER EXTREMITIES 
Davin I. Apramson, Magor, M.C. 


The subject of thrombosis of the deep veins of 
the lower extremities can be divided into two 
categories, depending on whether or not the 
intima of the vessel at the site of the clot is in- 
volved in the process. In one type, thrombophle- 
bitis, there is definite inflammatory reaction of 
the intima in contact with the thrombus, and the 
latter is firmly attached to the wall. In the 
other, phlebothrombosis, a clot is present in the 
lumen of the vessel, which, at least at the begin- 
ning, is loosely attached to an apparently normal 
wall. However, it is conceivable that with con- 
tinued irritation of the intima by the clot, even a 
simple thrombus may ultimately be associated 
with a local phlebitis of the vein. Phlebothrom- 
bosis is a source of easily detached pulmonary 
emboli, but causes little venous obstruction, while 
thrombophlebitis is rarely followed by pulmonary 
emboli, but almost always produces venous ob- 
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struction and swelling of the limb. A distinc- 
tion between phlebothrombosis and thrombo- 
phlebitis, therefore, is imperative from the point 
of view of treatment and prognosis’. 


Thrombosis of the deep veins of the extremi- 
ties may occur not only following an operation 
or an injury but also during the course of a 
serious illness. The one factor that is common 
to all of these conditions is a period of confine- 
ment to bed. It is this state, rather than the 
initial one causing the period of bed rest, which 
predisposes to the formation of a thrombus. 
Whether the precipitating mechanism is stasis of 
blood in the venous bed, changes within the 
blood itself leading to increased tendency to in- 
travascular clotting, injury to the vessel wall, or 
a combination of any or all of these factors, is 
not definitely known. 

SIGNS AND SYMPTOMS 

Phlebothrombosis — In the case of phlebo- 
thrombosis, the thrombus may begin anywhere 
in the deep vessels of the lower extremities, but 
it has been shown recently that it occurs most 
frequently in the venous plexuses of the calf and, 
to a less extent, of the foot (7 * *). Large, fatal 
pulmonary emboli may arise in these sites, or the 
soft thrombus may grow in the slowly moving 
current and eventually propagate into the com- 
mon femoral or even into the iliac vein. From 
clots in the latter regions, many smail fragments 
may break up and cause repeated infarctions in 
the lungs. 


As a rule, phlebothrombosis of the lower ex- 
tremities is clinically difficult to recognize, and 
may not, in fact, be diagnosed until embolic 
phenomena appear. Often there are no local 
symptoms or only moderate pain in the calf and 
usually no general signs of inflammation, such 
as a rise in temperature or a chill. Swelling is 
absent or minimal. Frequently there is an un- 
explained elevation of pulse rate, out of propor- 
tion to other findings, and an increase in the 
sedimentation rate. A very important sign in 
the diagnosis of phlebothrombosis is discomfort 
in the back of the calf on forced dorsiflexion of 
the foot, a test commonly known as the dorsi- 
flexion sign of Homans. Associated with this 
finding may be tenderness of the sole of the foot 
and some degree of fullness and tension of the 
calf muscles. Therefore, any complaints of this 
type, on the part of a patient who has been in 
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bed even for a few days, should be given real 
significance by the physician, and the possibility 
of a thrombosis of the deep veins of the lower 
extremities should be considered. e 

Thrombophlebitis — Deep thrombophlebitis 
can, in most instances, be readily differentiated 
from phlebothrombosis. The veins of the calf 
muscles are rarely involved, and the process is 
more often present in the large deep veins of the 
leg and thigh. The pathology consists of a 
phlebitis, together with a periphlebitis and pos- 
sibly perilymphatic involvement. 

The attack may be initiated by a chill, elevated 
body temperature, and swelling, cyanosis and 
severe pain in the affected extremity. These find- 
ings are in contrast with the clinical picture of 
phlebothrombosis, in which the course of the dis- 
ease may at first appear quite benign. Frequently 
the initial symptoms of thrombophlebitis consist 
of tenderness in the groin and edema of the 
thigh. These findings generally signify the pres- 
ence of a clot in the common femoral vein. In 
other instances, the pain and swelling are limited 
to the leg, indicating that the process has not ex- 
tended as far proximally. 


TREATMENT 


The therapy of phlebothrombosis and thrombo- 
phlebitis is in many respects quite similar and 
can be divided into two stages, namely, preven- 
tion and actual treatment of the condition. 

Prophylaxis —- Mechanical procedures: In- 
asmuch as the greatest single factor favoring 
thrombus formation in the lower extremities is 
inactivity and recumbency of a _ previously 
ambulatory. person, the problem in great part 
consists of counteracting the resulting slowed 
venous circulation. In this respect, during the 
entire period that the patient is in bed, planned 
and supervised frequent voluntary movements of 
the legs, preferably against resistance, should be 
an important part of the program. Since throm- 
bosis of the deep veins has heen reported to occur 
within three days after the beginning of a period 
of confinement*, these exercises should be started 
as soon as it is reasonably safe to do so. It is 
well known that any type of local exercises of 


the muscles in the legs will favor the return of - 


blood to the heart through the pumping action of 
these muscles on the thin-walled veins. The 
second point of importance is avoidance of 
mechanical obstruction to venous return, such as 
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might result from placing pillows under the 
knees for any period of time, or from having 
the patient in Fowler’s position. These proce- 
dures accentuate the interference with venous 
return, which to some extent normally exists in 
the popliteal space, as a result of the anatomic 
relationship of the various structures in this 
region. The practice of repeated deep breathing 
definitely helps in the maintenance of a normal 
negative pressure within the chest and thus 
accelerates the flow of blood from the lower ex- 
tremities into the abdomen and finally into the 
heart. A similar result is produced by elevation 
of the foot of the bed. Application of heat to 
the abdomen, producing indirect vasodilation of 
the vessels of the lower extremities, is of value 
in counteracting a slowed venous circulation. 
Finally, the modern trend of early rising after 
operation, and a shortening of confinement to bed 
of medical patients, through the use of chemo- 
therapy and penicillin, contribute significantly {o 
the prevention and the elimination of thrombus 
formation. 


Anticoagulants: It has been shown® °© that 
there is a definite tendency for individuals with 
a history of phlebothrombosis, followed by pul- 
monary emboli, or thrombophlebitis to have re- 
currences of these conditions, when exposed to 
situations which are conducive to the formation 
of venous thrombosis. This is particularly true 
following extensive tissue trauma or when there 
is involvement of the cardiovascular system and 
a resultant slowing of the venous circulation. 
Therefore, it is a wise policy to administer an 
anticoagulant, such as dicumarol, to all patients 
with this type of history shortly after a surgical 
procedure. Since the rationale, indications, and 
contraindications for the use of anticoagulants 
will be discussed in the section on the treatment 
of the acute stage of venous thrombosis, it is 
only necessary at this point to mention the pos- 
sible complication of wound bleeding with such 
a program. For this reason, the administration 
of dicumarol is begun three days postoperatively. 
Actually, because of approximately a two-day de- 
layed action (see below), its effect on reducing 
coagulation, under such a plan, will be mani- 
fested around the fifth day postoperatively. By 
this time, the possibility of wound bleeding will 
be minimal. In this respeet, it is the opinion 
of some workers’ that the risk of bleeding has 
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been overemphasized, and furthermore, that the 
incidence is very small among those patients who 
have already demonstrated a tendency to throm- 
bosis. However, in the case of postpartum venous 
thrombosis and pulmonary embolism, special 
precautions must be taken because of the in- 
creased risk of bleeding from the uterus. The 
drug should not be administered before the 
eighth postpartum day and not unless the uterus 
is normally involuted®. 


Therapy in the Acute Stage — In the treat- 
ment of the acute stage of phlebothrombosis and 
thrombophlebitis, no unanimity of opinion exists. 
For practical purposes, the types of therapy can 
be divided into two groups, namely, conservative 
and radical measures. 


Conservative Measures. Mechanical procedures : 
With respect to conservative therapy, the simplest 
procedure is elevation of the lower extremities. 
This is generally carried out immediately after 
the onset of the acute attack. Flexion of the hips 
should be avoided, and the feet should be kept 
higher .than the face, both of which objectives 
can be achieved by raising the foot of the bed. 
This step helps to relieve the edema by favoring 
lymphatic flow. Heat may be applied at the 
same time, in the form of a heat tent or hot 
compresses, in order to increase the local blood 
supply and thus counteract the periphlebitis. 


The use of compression devices, such as elastic 
adhesive plaster, Ace bandages, or Unna’s hoot, 
has a definite place in the treatment of thrombo- 
phlebitis. A strong and even pressure is applied 
with a bandage, beginning with the toes and ex- 
tending to a level above the inflamed vein. The 
advantage of the method is that the patient can 
become ambulatory much sooner than with the 
other conservative procedures. 


After the application of the compression band- 
age, the patient is encouraged to move his legs®. 
The possibility of dislodging a portion of the 
thrombus by such a procedure has been sug- 
gested, but this view does not seem to have been 
substantiated by clinical reports. On the con- 
trary, prolonged immobility appears to favor ex- 
tension of the thrombus beyond its fixed point 
in the involved vein, and, because of this, the 
possibility that the non-adherent portion may 
break off must be considered. As the signs of 
thrombosis disappear, exercise of the legs and 
thighs preparatory to getting up, is increased. 
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This should take the form of active flexion of the 
foot against resistance a number of times every 
hour. 


Lumb&r sympathetic nerve blocks: The use of 
sympathetic paravertebral blocks with procaine 
in the treatment of the acute stage of deep 
thrombophlebitis has recently received consider- 
able attention®". There appear to be at least 
three prominent factors that produce symptoms 
and signs in the early stages of thrombophlebitis, 
namely, venospasm, coagulation, and arterial 
spasm, and, according to Ochsner and DeBakey”, 
these are the result of the initiation of a vaso- 
motor reflex through impulses originating in the 
thrombosed venous segment. It has been shown 
that with venospasm, venous pressure is in- 
creased, which factor favors the transudation of 
fluid from the vascular bed into the perivascular 
spaces. Because of the associated arteriolar 
spasm, there probably occurs a relative anoxia 
of the capillary endothelium, which results in an 
increased permeability and consequently tran- 
sudation of vascular fluid’. Another factor which 
contributes to edema is the very sluggish move- 
ment of lymph which occurs in deep thrombo- 
phlebitis. The lymph vessels normally depend to 
a great extent upon the contractions of the con- 
tiguous arterioles and arteries for the movement 
of fluid within their lumen’? *°, Hence, in 
thrombophlebitis, in which arterial spasm is 
present, this mechanism is reduced or lacking". 
The decrease in lymph flow causes a stagnation 
of tissue fluids and accumulation of proteins in 
the perivascular spaces. As a result, there is an 
increase in osmotic pressure exerted by these 
fluids, which prevents resorption from the peri- 
vascular spaces into the vascular tree. When the 
vasoconstrictor impulses are interrupted by pro- 
caine block of the sympathetic ganglions, there 
is produced a re-establishment of the normal 
exchange of intravascular and perivascular fluids 
and the destruction of the vicious cycle™. 


In the reported results on the use of para- 
vertebral procaine block® ™, the prominent ef- 
fects are the almost immediate reduction of pain 
in many instances and a decrease in the degree 


.of edema. The blocks must be repeated at ap- 


proximately daily intervals, since the procaine 
effect is only transient. Aside from the immedi- 
ate relief produced by the procedure, it does not 
appear to have any permanent influence upon the 
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subsequent course of the disease. In other words, 
sympathetic blocks fall into the category of 
symptomatic treatment. However, when there 
are definite signs of local arterial spasm, or when 
there is a considerable amount of pain and swell- 
ing present, this type of procedure is indicated“. 


Anticoagulants: Another method of treat- 
ment of the acute phase of either thrombophle- 
bitis or phlebothrombosis, which is receiving 
considerable attention at present, is the use of 
anticoagulants, such as heparin and dicumarol. 
Heparin interferes with the clotting mechanism, 
and its effect is immediate but transient. It 
probably acts by inhibiting the conversion of 
prothrombin to thrombin and by preventing the 
agglutination of platelets, the latter most likely 
through its anticoagulant action. It must be 
given intravenously and in sufficient quantities to 
maintain the clotting time of the venous blood 
at a level between 15 and 20 minutes*®. It may 
be administered either by slow, continuous drip 
or by intermittent injections of 50 mgs. at four- 
hour intervals. Heparin should be given for 
from three to five days and then gradually with- 
drawn over a two-day period. Occasionally, after 
sudden withdrawal, thrombosis may still occur. 


Because of the high cost of heparin and the 
fact that its action is only transient, it has been 
replaced to a great extent by a new anticoagulant, 
dicumarol, which is the toxic principle isolated 
from spoiled sweet clover hay. It was first de- 
scribed by Link and his associates.*’. There are 
certain advantages of dicumarol over heparin, 
in that it is effective when given by mouth, it has 
a prolonged action, and it is quite inexpensive. 
The disadvantages, on the other hand, are that 
the anti-clotting effect is delayed 24 hours or 
more, there is an increased tendency toward 
bleeding which persists several days after with- 
drawal of the drug, and daily prothrombin de- 
terminations are necessary in order to maintain 
the blood concentration at a therapeutic level. 


Dicumarol, in as yet an unexplained fashion, 
reduces the quantity of circulating prothrombin. 
Whether this action is due to interference with 
the formation of prothrombin in the liver or in 
the alteration of its action in the blood stream 
is unknown. Dicumarol, therefore, is effective 
in preventing postoperative thrombosis and em- 
bolism and extension of an already existing 
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thrombus, but it will not in any way dissolve a 
clot which is already formed. 

There are numerous routines for the adminis- 
tration of this drug, but the one commonly used 
consists of the following: An initial dose of 300 
mgs. is given to the patient on the first day, after 
determining the control prothrombin level. On 
the second day, 200 mgs. are administered, and 
this dosage or one of 100 mgs. is given on the 
third, if the blood prothrombin concentration has 
not fallen below 20 per cent, using the curve 
described by Quick’*. The subsequent daily 
maintenance dosage will depend upon the pro- 
thrombin level for that day and is given only 
after the determination has been performed. The 
purpose of this is to keep the percentage pro- 
thrombin level around 20. If there is a drop be- 
low this point, the administration of the drug is 
stopped at once, to be started again only when 
the readings have risen beyond the desired level. 


When it is necessary to have an immediate de- 
lay in intravascular clotting, as in the initial 
stage of phlebothrombosis or thrombophlebitis, 
the simultaneous use of heparin and dicumarol 
is advisable. Both are given initially, and then 
after two days, the heparin is discontinued, while 
the dicumarol is still administered. The latter 
is continued so long as the patient is in bed and 
for at least a week after he is up and around; the 
blood prothrombin level is maintained around 
20 per cent during the entire period. 


There are a number of contraindications to 
the use of dicumarol. It should not be given to 
patients with subacute bacterial endocarditis, in 
whom there is already a natural tendency toward 
hematuria and central nervous system bleeding, 
or to those with renal insufficiency, especially 
with urinary suppression, since there will be an 
exaggerated response to the drug, due to the fact 
that very little is being excreted. For obvious 
reasons, patients with blood dyscrasias and a 
tendency toward bleeding should not receive 
dicumarol, and also those with liver damage and 
a vitamin K deficiency, since in the latter state 
the prothrombin concentration is already reduced 
and hence is difficult to restore. The drug should 
be given cautiously in the case of ulcerating and 
granulating lesions, in dietary or nutritional de- 
ficiency, or in the presence of vomiting due to 
gastric or intestinal obstruction’. 


Recently it has been found that menadione 
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bisulfite (synthetic vitamin K), injected intra- 
venously in 60 mgs. doses, will counteract a 
marked fall in prothrombin level” ** *°, This 
procedure has helped materially to reduce the 
possibility of serious bleeding with the use of 
dicumarol. Transfusions of fresh citrated blood 
have also been utilized for this purpose. 


Radical therapy. In most instances, the con- 
servative measures described above are sufficient 
to treat the acute stage of deep thrombophlebitis. 
However, on occasion it is necessary to resort 
to more radical procedures, as for example, in 
the case of suppurative thrombophlebitis follow- 
ing puerperal sepis and other infections. In pa- 
tients with such conditions, ligation of the in- 
volved vein above the level of the process is im- 
perative, combined with the use of chemotherapy. 


In the case of phlebothrombosis, in which pul- 
monary emoblization is a relatively frequent 
complication, some investigators*-** advise 
proximal ligation and division of the involved 
vein as the procedure of choice. This is per- 
formed when the clot in the vein has not as yet 
extended upward as far as the inguinal ligament. 
It appears that division of the superficial femoral 
rather than the common femoral is preferable, 
since the period of postoperative swelling is 
shorter. However, the possibility that the com- 
mon femoral vein may still act as a site for 
embolus formation exists under such a plan. 


According to the advocates of vein ligation, 
when propagation of the thrombus has taken 
place beyond the level of the inguinal ligament, 
thrombectomy should be performed. It is felt 
that removal of the thrombus is of value not only 
because it prevents the occurrence of emboli, but 
because the presence of a clot in the venous seg- 
ment acts as a focus for the production of reflex 
vasospasm in the involved extremity. This point 
has already been mentioned with respect to the 
use of paravertebral blocks. It is the general 
opinion that after thrombectomy the vein should 
be ligated, and this has been performed even in 
the case of the inferior vena cava under certain 
circumstances. It has also been suggested”? *5 
that, in patients more than forty years of age, 
ligation of the iliac or femoral veins not only 
on the side of obvious thrombosis but also on the 
contralateral extremity is indicated, in order to 
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eliminate a possible focus of embolus formation 
in the latter site. 

The possibility still exists, however, that with 
all these surgical procedures, a thrombus may 
form proximal to the ligation, which may be the 
source of pulmonary emboli. It may, therefore, 
be necessary to supplement these methods with 
anticoagulant therapy. It is the opinion of some 
workers that in certain instances in which radical 
surgical treatment has been carried out, the same 
results could have been obtained by conservative 
measures. Furthermore, it must be kept in mind 
that if ligation of the common femoral vein is 
performed, such a procedure may result in a 
state of chronic venous insufficiency which may 
exist for a long period of time. 

SEQUELAE OF THROMBOSIS OF DEEP VEINS 


In the case of phlebothrombosis, after the 
dangers of the acute stage have passed and the 
signs and symptoms have disappeared, there are 
generally few sequelae to observe. At times, 
some edema persists, and this may be treated 
with a well-fitting elastic stocking. 

With respect to thrombophlebitis, however, in 
many instances the sequelae may be incapacitat- 
ing and may persist for many years. The most 
common findings are post-phlebitic edema and 
signs of vasospasm. More rarely varicosities and 
ulcerations will result. 


Post-phiebitic edema: The edema of the ex- 
tremity, which almost invariably follows the 
acute stage of thrombophlebitis and which at 
times may be quite marked, has been attributed 
to a number of factors Among these are in- 
terference with venous return and lymph stasis, 
the latter resulting from an associated involve- 
ment of the lymph channels subsequent to the 
perivenous inflammatory reaction®®. It has been 
found that in most instances complete rest in bed 
with the extremity elevated for a period ranging 
from two to five days will reduce the swelling to 
a minimum. Then the patient is given a well- 
fitting elastic stocking and is warned not to get 
out of bed without wearing it. He generally has 
to continue doing this for at least a year after the 
acute stage. By that time, sufficient collateral 
venous vessels may be formed to take over the 
circulation previously carried on by the throm- 
bosed vein. In some instances, however, this 
occurs only after many years. Recently, mecholyl 
by iontophoresis has been used in cases of post- 
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phlebitic edema which does not respond to the 
usual methods of treatment, and the results in 
some instances have been encouraging*’. 


Lymphedema: If venous and capillary stasis 
is not controlled, eventually increased capillary 
permeability follows, with the accumulation of a 
protein-rich fluid in the subcutaneous tissues. 
Ultimately there will be a response to this in the 
form of fibroblastic infiltration, resulting in 
obstruction of lymph channels and the formation 
of lymphedema**. When the condition has pro- 
gressed to this stage, little in the way of con- 
servative therapy is effective. An elastic stock- 
ing, however, should be tried. 


Dilated and varicose veins: It is a fairly com- 
mon finding to observe dilated superficial veins 
following acute thrombophlebitis. This is prob- 
ably due to the fact that, in view of the occlu- 
sion of the deep veins, the venous circulation is 
shunted, to some extent,through the superficial 
vessels, ‘If this continues, the latter may become 
dilated to the point where the valves are no 
longer competent and then varicosities will form. 
The production of incompetency of the deep 
veins, as a result of involvement of their valves 
in the thrombophlebitic process, also leads to a 
greater load being thrown on the superficial 
venous system. Following the subsidence of the 
acute stage, these valves are left scarred and 
shortened**. The use of an elastic stocking may 
help counteract the tendency to formation of the 
superficial varicosities. 


Ulcers: Uleers of the skin are a more serious 
consequence of thrombophlebitis. ‘These may fol- 
low a minor injury to an extremity, previously 
the site of such a process, and in which there is 
definite venostasis. The ulcers are generally 
present in the lower portion of the leg. Various 
treatments have been suggested. Some are simple 
and consist chiefly of elevating the leg, with the 
patient at complete bed rest, and applying either 
pressure bandages or the Unna’s paste boot; at 
the same time, any infection which is present is 
treated with chemotherapy or by other means. 
This procedure may frequently be successful. If 
the ulcer is indolent, it may be necessary to re- 
move a considerable portion of the tissue surgi- 
cally and resort to skin grafting. Mecholyl by 
iontophoresis has been used with varying de- 
grees of success?” *° 31, and in some instances, if 
complete healing does not take place, the pro- 
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cedure does improve the ulcer sufficiently to 
make surgery safer. If there are varicose veins 
present, which are contributing to the stasis in 
the vicinity of the ulcer, it may be necessary to 
ligate these. 

Vasospasm: Another sequela of thrombophle- 
bitis manifests itself in the form of excessive 


sympathetic tone. The extremity is cold and 
blue and shows at times incapacitating hyperhi- 
drosis. These findings may or may not be asso- 
ciated with edema. Although they can all be 
eliminated by means of a lumbar sympathectomy, 
only infrequently is this surgical procedure war- 
ranted. In most instances, the signs of excessive 
vasospasm gradually decrease in intensity with 
renewed physical activity and time. 

Night cramps and muscle pains: Patients 
with a history of deep thrombophlebitis may com- 
plain of night cramps of such intensity as to 
awaken them from their sleep. These are gen- 
erally present subsequent to a full day’s activity. 
It has been found that in some of these individ- 
uals the use of quinine at bed-time will counter- 
act the symptoms, if only temporarily. 

Some patients will complain of pain in the 
calf muscles with activity, which is at times in- 
distinguishable from true intermittent claudica- 
tion. The basis for this pain is not clear, al- 
though it is probably in some way related to the 
stasis of blood that exists in the vascular tree of 
the lower extremity, following thrombophle- 
bitis of important deep veins. 
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THE GANSER SYNDROME 
A Case Study 
ALAN A, LIEBERMAN, M.D. 
ELGIN 

This syndrome has from its earliest descrip- 
tion in 1897 by Ganser’ continued to confront 
psychiatric thought with a most intriguing as 
well as baffling subject for discussion. From the 
available literature it seems also evident that the 
classical syndrome has become less frequent in 
its pure form so that today it can be looked upon 
only as a symptom complex engrafted upon or 
portending one of a variety of nervous or mental 
disorders. Ganser referred to a “specific hysteri- 
cal twilight state, the chief symptom of which 
was ‘talking past the point’ (Vorbeireden).” He 
noted this syndrome in prisoners on remand, 
where the value of simulation to avoid punish- 
ment was obvious. Invariably every one of his 
patients demonstrated hallucinatory experiences 
so influencing his conduct as to result in vio- 
lence; many showed a generalized anaelgesia. 

The recent experience of Stern and Whiles? 
(1942) submits that the syndrome is quite rare 
elsewhere than in prisoners and suggests its ori- 
gin “in people, who, although mentally deranged 
and not realizing this, wish to appear so... 
to the popular mind, persons suffering mental 
illness are characterized by an extreme simplicity 
and the patient actually simulates illness by 
foolish responses to interrogation, which never- 
theless, indicate they had perfectly well under- 
stood the nature of the questions.” On the other 
hand, Ricklin (1940) found it more common in 
non-criminal cases and believed it was due to re- 
pression of painful experiences. Most authors 
hence agree that an underlying motive exists for 
the patient and secondary gain is achieved by 
utilization of the Ganser symptom. 

From the descriptive standpoint, Noyes* has 
perhaps most clearly defined the syndrome as a 
“combination of instinctive, rational purpose- 
ful and deceptive elements, and theatrical be- 
havior representing a crude, hysterical tendency 
allied both to simulation and to hysterical dream 
states. The patient is usually in a situation 
which would be solved or mitigated by irrespon- 
sibility (probably not consciously acknowledged ) 
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and accordingly without being aware of it, 
actually develops mental disturbance.” 

More serious difficulties are encountered in an 
evaluation from the diagnostic standpoint and 
in an attempt to understand the underlying 
mechanisms operating in all spheres of conscious 
and subconscious awareness. Various interesting 
speculations have been proposed by leading psy- 
chiatrists. Noyes calls it an hysterical reaction 
in which the circumstances are such that the ad- 
vantages to be gained by a mental disability are 
greater than by physical disorders. Ganser im- 
plied a dimming of consciousness. Bleuler* 
(1937) maintained this was an acute syndrome 
based upon a chronic schizophrenia. In the 
vast experience of William A. White®, he was led 
to believe it was characteristic of states of psy- 
chopathic inferiority. 

Wernicke earlier described a state of “hysteri- 
cal pseudo-dementia” observed in one case of 


acute hallucinatory paranoid state and among - 


the residuals of such a condition (probably al- 
coholic in origin) in another. Finally Anderson 
and Mallinson®, in discussing the “syndrome of 
approximate answers” insist upon the difficulty 
sustaining speech at rapid random unless pro- 
mulgated by a severe schizophrenic thought dis- 
order ; to simulate the popular lay concept of the 
insane talking nonsense is difficult, hence the 
Ganser case employs the ‘approximate answer’ 
response. 


The case to be described contains features of 
the hysteriform, the epileptiform, the alcoholic 


and the diffuse organic disorder and on this 
account is deemed worthy of recording. 


PROTOCOL 

CASE: W. K., age 39, of Polish ancestry; one broth- 
er committed suicide; mother died at 47 and said to 
have suffered “insane spells”. The patient was native 
born, birth and early development were not remark- 
able; discontinued school inthe third grade to assist 
on the farm. Lifetime occupation as farmer; remained 
single. Since the age of 22 had heen addicted to the 
excessive use of alcohol and incarcerated in jails on 
many occasions because of disorderly conduct. Latterly, 
the patient had suffered transient episodes of fearful 
hallucinations related to heavy drinking. On one oc- 
casion in 1938, he developed the delusion that he was 
receiving telepathic messages by short wave, the latter 
disappearing when sober. In 1942 he entered the Nor- 
folk State Hospital and was later discharged as with- 
out psychosis, chronic alcoholism. A few months 
later at a sanity hearing held in Nebraska, a physician 
had diagnosed him as “beginning Dementia Praecox; 
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was quarrelsome when drinking and displayed homi- 
cidal tendencies.” 

Unfortunately, no further anamnestic data is avail- 
able in this case. While he resided his lifetime in Ne- 
braska, he was apprehended in January, 1943, as a 
transient in upper Illinois unable to identify himself, 
prowling about the city seemingly oblivious of his 
surroundings, and “willfully guilty of open lewdness 
and disorderly conduct tending to debauch the public 
morals.” For the ensuing six months, he was confined 
to a county jail and was then committed to the Elgin 
State Hospital in July, 1943. 

Physical Examination: revealed a_ well-developed 
male of athletic habitus; B.P. 96/56, no remarkable 
neurological findings and normal ocular fundi. Fluoro- 
scopy of chest, blood counts, and urine examination 
were without abnormalities. Spinal fluid contained 
one cell, negative Ross Jones, Wassermann and Pandy, 
total protein of 27 mgm. 100 c.c., and colloidal gold 
sol curve of 1111100000. Electroencephalography re- 
vealed a most peculiar wave formation that could not , 
be accurately classified, yet seemed to be related to the 
petit mal variety of cortical dysrhythmia. Pneumoen- 
cephalography was performed by intrathecal injection 
of 100 cc. of air and revealed a normal filling of the 
ventricular system. 

Mental Examination: At the outset he was coopera- 
tive, coherently related having been alcoholic for years, 
and showed moderate awareness of his present situa- 
tion; within a week, however, a decided transformation 
in personality became apparent. 


He greeted me in a polite manner but throughout the 
conversation appeared to be placid, at times semi-stu- 
porous. At several points he seemed perplexed and 
when this occurred he would often give up completely 
the attempt to explain or elaborate. At times he ap- 
peared seclusive and suspicious but it was hard to dis- 
tinguish these attitudes from the apathy which marked 
his general behavior. This vagueness, apathy and dis- 
orientation were apparent at several different times. 
He gave as the cause of his being at this hospital the 
fact that he was picked up by a detective about two 
weeks ago outside the Army camp where he had been 
stationed. He knew this camp was near South Chi- 
cago but he did not know the name of it. He believed 
he was arrested for being outside the camp after hours 
but he was not clear as to whether he was leaving or 
entering the camp. He said that he had lost his way 
but he was unable to explain how this had happened. 
When asked if he had been in uniform when arrested, 
he replied in the negative but was unable to explain 
this paradox. Finally he said that he had been on 
leave and so did not have to be in uniform. According 
to his account, he had been brought to a police station 
and after a review of his case had been sent here. He 
was either unable or unwilling to give any explicit rea- 
sons as to why he had been hospitalized. He said he 
had been in the Army about 10 months and had no 
complaints to make against Army life. However, he 
did say he would rather be in the Navy and that he 
intended to enlist in the Navy when he left this hos- 
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pital. He did not seem to think that the present diffi- 
culty would be any obstacle to this. (This entire story 
is evidently confabulated, has never been substantiated 
and is negated by finger print analysis that proved 
he had never been admitted to the Armed Forces.) 
When asked if he knew what kind of an institution he 
was in, he said “no”, and when told it was a mental 
hospital, he seemed mildly surprised. He said that he 
would like to do some work around the hospital, that 
he had worked in a hospital before as a helper in a 
kitchen, but was unable to name the hospital. When 
asked if he had been a patient, he said, “Not exactly. 
I was a helper.” Although hallucinations were not 
elicited and he did not believe that he suffered a men- 
tal disorder, he seemed disoriented as to events in the 
immediate past, especially as to those leading up to his 
hospitalization. His adjustment to the ward situation 
was one of marked passivity and apparent indifference; 
yet on a number of occasions when the opportunities 
presented themselves, he made unsuccessful attempts 
to escape. When confined to a ward for closer super- 
vision, he was disposed to remain either confined to 
hed throughout the entire day or to stand about in one 
favored location with head bowed upon his chest, 
prayerful and statuesque. 


During the formal mental interview the patient main- 
tained a rather amused smile and showed awareness 
of his surroundings; spontaneously asked for a ciga- 
rette in a carefree and adequate manner but otherwise 
did not seem well disposed to respond to questions. 
On sporadic occasions he could be stimulated to smile 
and respond normally to the presentation of a hu- 
morous story. This however was obtained only 
through a subtle manoeuver, since for the most part he 
remained evasive, tended to block and responded to 
all questions in an approximate manner. When per- 
tinent questions bearing upon his exact identity were 
abruptly posed, he seemed unable to offer an approx- 
imate response and feigned stupidity, at times answer- 
ing in an echolalic manner; when further pressed, 
however, a more approximate answer could be elicited. 
In addition to the manifestation of apparent dysphasia, 
there was also a complete right-left body image dis- 
orientation. He gave the date as June or July 25, then 
August, somewhere 1933 or 1934 (actual date was July 
20, 1943); unable to identify nature of surroundings, 
agreed it may or may not be a hospital; states he has 
been here 3-4 weeks (actually 5) and could not recall 
where he came from, thought he came by bus from 
somewhere, several men were along, didn’t bother to 
ask where he was going; did not recall admission rou- 
tine, was unfamiliar with ward or medical personnel ; 
retentive memory capacity seems intact, recalled ex- 
aminer’s name after 15 minutes. To most responses 
concerning early life and subsequent development, he 
answered, “I don’t know,” or “I don’t remember”. 
Guessed he had a mother and probably must have had 
a father — whether alive or dead he did not know. 
Very agreeably admitted the possibility that he might 
be out of his mind. When informed that he might 
have to remain here forever, he stated, “You’re the 
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doctor, did the transfer fall out of here?” Parried 
questions, echolalic and perseverating ; nodded in agree- 
ment and smiled when threatened with being locked 
up forever. At this point however one sensed an un- 
derlying current of resentment, after which “I don’t 
know” became the stock answer. He later insisted 
that he had been in the Army for two years but he 
was unable to recall the name of the Camp or the 
State, inquiring, “What State is this?” When urged 
further, believed he was discharged because of a bad 
heart and impaired vision. Denied alcoholism and 
venereal infections. With regard to number of chil- 
dren at home, wife, parents, etc., he made no venture 
at guesses; either he was wily and shrewd in avoiding 
subtle questioning, to serve his purpose, or he was in- 
capable of recall. “I’m just like the rest of them, peo- 
ple, don’t know where I’m at or why. It seems to me 
I’ve seen you somewhere before. Your face is very 
familiar.” He stated that many here looked very 
much as if he had seen and known them years be- 
fore (deja vu) “a lot of M.P.’s.” Various articles 
were tested for agnosia; a matchbox placed in the palm 
was first labeled dynamite, then paper; when permitted 
to see it, called it a KITE (actual description on the 


. matchbox was LITE KING), referred to match: as 


‘streich holz’. Referred to pencil placed in palm as a 
fountain pen, did not name it visually, referred to it 
as yellow, then wood, red (for eraser) and did not 
elaborate its purpose. When later given pencil and 
paper, proceeded quickly to write his name. 3 plus 2 
equals 6; 4 plus 3 equals 5; 2 plus 1 equals 7; when 
asked to write 5 plus 2, writes 5 times 2 equals 0, 
verbally stated 5 plus 2 equals 9; 3 plus 6 equals 12; 
5 plus 2 equals 9; 3 plus 2 equals 8; 3 plus 6 equals 7; 
5 plus 2 equals 13. Gave the months as January, Feb- 
ruary, March, April, July, September, November, Janu- 
ary, December, September, November. Wrote his 
name properly, read written material in a manner re- 
motely resembling the actual words. The alphabet was 
givn as ABDCEHGSRTLE (verbal). He 
did not decipher what he had written and could not com- 
prehend the most insulting remarks on paper. Finally 
he was unable to read numbers, referred to them as a 
“mark”. Showed no emotional reaction to insulting 
verbal language. Showed complete right-left disorien- 
tation, raised left arm for right arm on command. Very 
beautifully did just the opposite to what was required 
in single execution of act; when two ‘component acts 
were involved, one was correct, the other invariably re- 
versed. Occasionally a complex act was entirely re- 
versed. Referred to handkerchief as cloth, the electric 
fan as wind charger; called a 5c piece a dime, 2 nick- 
els total 50c; identified all primary colors wrongly and 
called a white shirt green. 


Sodium Amytal, gr. 334, was administered intra- 
venously, wherupon he suddenly became animated and 
smiled broadly; admitted drinking alcohol excessive- 
ly; gave the date correctly, name and purpose of hos- 
pital correctly; now identified pencil and matchbox, 
but was still unable to perform simple arithmetical 
problems entirely too well — many responses were cor- 
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rect, however. Named the months correctly and 
rapidly; A B C’s were rattled off. Recalled having 
heard radio voices coming from the mattresses, wall 
and the light — these were quite real to him, “They’re 
trying to test me out, training, etc. — most people get 
that. You take that fan or radiator, a voice could 
come out of there; you know radios are now made 
as small as a shell. I wasn’t frightened.” (Denied 
visual hallucinatory experiences.) “Everything is pos- 
sible nowadays, pencils, pens, cigars, etc.” After a 
period of 25 minutes, he returned to the previous per- 
formance: 2 plus 3 equals 6; 4 plus 5 equals 7. “It’s 
pitiful nowadays the way things are going, the way 
people look and act.” 

A cursory investigation with the psychogalvanometer 


revealed wide fluctuations in skin resistance almost in- 
variably in response to leading questions suggestive of 


_ “escape” from some as yet undefined situation. On 


still another occasion, a similar positive response was 
obtained when accused of simulating mental illness; 
the accompanying affect at this time was an evident 
silliness and facetiousness. Later intensive treatment 
with Faradic stimulation did not in the least succeed 
in altering the quality of verbal responses; actually 
one might say that the form of mental response was 
aggravated and the quality of thinking became more 
confused. 


Subsequent Course: During the ensuing nine months, 
the course was one of progressive and rapid deteriora- 
tion punctuated by periods of explosive impulsivity, 
window-breaking, urinary incontinence and aggressive 
destructive behavior necessitating physical and chem- 
ical restraint. At other times he was apathetic, grin- 
ning, mute and dilapidated in manner. At present he 
is in the “yes and no” stage of verbal response not in 
the least modified by intravenous sodium amytal explor- 
ation. The present mental picture is of the crude, 
primitive quality observed in one severely deteriorated. 


DISCUSSION 


The syndrome of approximate answers has con- 
tinued throughout the experience of psychiatry 
to remain unclear as to the qualitative nature of 
this peculiar reaction type and as to the dynamic 
meaning of this symptom both to patient and 
observer. Dynamic psychiatry can neither be 
content to regard the Ganser state as appearing 


exclusively in the prisoner about to be tried nor” 


rely upon the convenient use of the term “repres- 
sion of painful experiences.” That it is a specific 
psychological modality available to the patient 
for use (in the psycho-physiological sense in an 
attempt at homeostasis) seems more probable. 
Can this represent a preformed level of thinking, 
perhaps preconditioned, existing in everyone and 
utilized as a transient, albeit drastic attempt on 
the part of the patient in an attempt at reorgani- 
zation? Clinical experience would seem to sup- 
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port this contention. Often enough one witnesses 
theatrical and ludicrous behavior’ in the early 
hours or days of an acute mental excitement, 
soon relinquished and replaced by the more typi- 
cal features of the particular psychosis. Does 
this initial “acting out in the dramatic or silly 
manner” not seem to symbolize the patient’s con- 
scious effort to negate from awareness the serious- 
ness of his developing mental illness? All face- 
saving employment of ‘noblesse oblige’ must 
therefore help the patient to deceive not only 
others but himself. Children often employ the 
ludicrous or approximate answers in order to 
attract desired attention or evade responsibilities. 
The author submits that this syndrome is psycho- 
physiologically available to all individuals and 
is neither infrequent nor as pathognomonic 
of one psychiatric syndrome as formerly sup- 
posed. The paralogia of schizophrenia wouid 
seem to spring from a closely allied if not identi- 
eal source. The suggestion is made that keen 
attention to the earliest hours or days of a de- 
veloping mental illness may reveal a higher in- 
cidence of Ganser-quality of response and be- 
havior. 

In our patient, the Ganser syndrome was uti- 
lized on the preconscious level until either ex- 
hausted (in the physiological sense), or no longer 
available, followed by regression to lower and 
more primitive levels. In the diagnostic sphere, 
the differential diagnosis rests between a chronic 
schizophrenic thought disorder and a diffuse or- 
ganic brain disease. More exact discrimination 
is not only difficult to achieve but only of sec- 
ondary importance. The electroencephalographic 
dysrhythmia may represent an underlying or- 
ganic brain disorder. Our patient has gone on 
to advanced deterioration in the broadest as- 
pects. 

CONCLUSIONS 

1. A case study is presented illustrating the 
Ganser syndrome in the classical form, eventuat- 
ing in far advanced deterioration. 


2. The relative infrequency of this syndrome 
and closely allied mental behavior is questioned. 


3. The syndrome would appear to represent a 
psycho-physiological regression to the precon- 
scious level, available to all patients entering 
upon mental illness, and utilized as a drastic 
attempt at self-reorganization. The theatrical 
and self-deceptive qualities seem to be intended 
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both for the observer and the patient in whom 
the need arises to negate from awareness a de- 
veloping mental illness. 

4. Keen attention to the earliest hours and 
days of a developing mental disorder will un- 
doubtedly disclose a higher frequency of the 
Ganser or Ganser-like symptom complex. 
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DISCUSSION 

Dr. D. B. Rotman, Chicago: I think Dr. Lieberman 
is to be commended for his excellent case study. He is 
to be commended more particularly because of his 
courage. There is hardly any mental syndrome that 
that has been so erroneously misinterpreted as the Gans- 
er syndrome. Originally it was considered as something 
to be found exclusively in the hysterical states. Why 
the Ganser syndrome should be so misunderstood has 
never been clear to my mind but it does seem that every 
one tries to talk about the Ganser syndrome in some- 
what mystical terms. The Dammerzustard, thought to 
be a prerequisite background for the Ganser, seems to 
me to be shared by the investigators as well as those 
who suffer from it. 

My earliest and first experience with the Ganser 
syndrome was at Ann Arbor, Michigan, where I was 
fortunate in World War I to be sent for a course in 
training with Dr. Barrett. He had a card on which 
he had about 50 pertinent syndromes that were to be 
checked off in each case. It seemed to me that if Bar- 
rett thought that the Ganser syndrome occurred fre- 
quently enough to be included in his stock card, it 
could not be the mysterious thing it is made out to be. 

The other point about the Ganser syndrome has been 


that it has been more or less connected up with . 


malingerers. Even our essayist has tried to bring out 
that point and tried to emphasize the fact that it was 
not a syndrome necessarily to be found in persons under 
criminal trial. If this symptom were something pe- 
culiar to criminal thinking I do not think Barrett would 
have included it in his stock questions to be noted 
about his mine-run psychiatric patients. 

There are other points which the essayist has brought 
out not so much in relation to his own cases, but he 
had cne which he skipped over very quickly, namely 
the Ganser syndrome is something that is noted in 
children who wish to attract attention or evade re- 


ILLINOIS MEDICAL JOURNAL 


December, 1945 


sponsibility. We are I think fortunate in having the 
work of Dr. Ralph Hamill who has done many years 
of research into the verbal production of children. He 
has gathered much evidence to show that almost every 
conversation which the child indulges in partakes of 
the feigning and theatrical. This tendency to answer 
questions by approximations, he thinks, might even in- 
validate psychometric testing with children. 


Coming to the points as to whether or not the Gan- 
ser syndrome found in organic brain disease, I think 
the most elucidating thing about the case presentation 
by Dr. Lieberman is the fact that at one time sodium 
amytal was able to dispel the Ganser syndrome, and 
bring forth answers that were fairly accurate, but as 
the organic phase advanced, sodium amytal was not 
able to do that. That is in keeping with the recent 
observations that Dr. Roy Grinker has brought us 
back from the African battle front. He says that | 
sodium pentatol cleared up hysterical cases developed 
actually at the battle front and failed to do so in 
organically traumatized cases. He thinks that a differ- 
entiation can be made on the basis of the reaction to 
pentatol, which is exactly what Dr. Lieberman has 
found. 


In conclusion, I wish to state the attempt to arti- 
ficially separate organic from functional brain condi- 
tions was long ago exploded by Orton when he pointed 
out the similarity between the “word salad” of chronic 
schizophrenics and the word production of certain types 
of aphasia. 





THE ACTION OF SHOCK THERAPY 
IN THE LIGHT OF CLINICAL 
OBSERVATION 
BENJAMIN Kovitz, M.D. 
JACKSONVILLE 

It is curious what a variety of reagents have 
influenced persons with mental disorder. The 
agents appear non-specific, yet the similarity of 
effects suggests some specific mechanism. What 
light does clinical observation cast on the proc- 
ess? We know the syndromes treated, we know 
something of the mechanisms at work, and we 
see what happens under treatment. These very 
items may also indicate how it happens and why. 


Our data are based on electrically induced con- 
vulsive and sub-convulsive reactions; but carbon 
dioxide, sodium amytal, insulin and metrazol 
have been similarly employed. With any of 
these, one may see startling alterations in be- 


havior and the content of awareness. The results 
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sometimes confirm diagramatically certain cur- 
rent theories of mental disorder. The patient 
harbors, without successfully unifying, distinct 
and incompatible sets of attitudes. The more 
socially appropriate set dominated awareness 
during health, and surrender to a contrary set of 
tendencies constitutes the mental illness. Any of 
the agents cited may evoke an astonishing re- 
versal of these incompatible systems in the pa- 
tient’s awareness, so that contradictory kinds of 
behavior may succeed each other in a matter of 


minutes. The immediate effect is temporary, 


‘and the repeated application of such agents may 


or may not eventuate in a more stable prepond- 
erance of the conventional or “normal” attitudes, 
the expected therapeutic result. These imme- 
diate reactions are readily observed and demon- 
strate at the outset the profound failure of in- 
tegration which characterizes a psychosis. 


Experience has everywhere shown that the re- 
sults of treatment are correlated with the clinical 
disotder. The periodic affective reactions re- 
spond better than schizophrenic disorders. Acute 
schizophrenic states, especially with affective 
components, may do fairly well. Hebephrenic 
and paranoid reactions and certain massive 
catatonic states have derived little benefit. Most 
neuroses have shown no significant, certainly no 
dramatic improvement. 


The outcome of treatment has thus been best 
in disorders with a spontaneous tendency to re- 
mission. Manic and depressive reactions, for 
instance, generally return to the prepsychotic 
state, and sometimes the patient seems to his 
family better than he has been for a long time. 
But in certain cases, despite intensive treatment, 
improvement is only temporary, with a persist- 
ent return to the illness rather than to health. 
Involutional reactions do strikingly well, yet cer- 
tain older involutionals persist stubbornly in de- 
pression. Organic changes may be suspected, but 
can they explain the repeated observation that 
the depressive attitudes may be completely, if 
temporarily, reversed? In still other cases, the 
intensity of the depressive or manic behavior is 
diminished, yet full recovery fails to ensue. The 
initial treatments may be followed by dramatic 
relief, but when contact with certain members of 
the family is resumed, the symptoms recur in 
whole or in part. Even after extended treat- 
ment and hospitalization, some cases cling to a 
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persistent compromise between their prepsy- 
chotic and psychotic reactions. Such persons may 
regain a superficial adjustment in their original 
situation, but pay for it by residual anxiety and 
limited satisfaction with life. These patients, 
incidentally, are generally involved in an am- 
bivalent relation to ether family members; con- 
ventional affection or tolerance coexists with 
strong but less conspicuous hostility. 


The catatonic states exhibit an eruption into 
awareness of attitudes and motives beyond con- . 
trol or understanding by the patient’s conven- 
tional self. In many such reactions, shock 
therapy permits the presychotic self to regain 
control and submerge the psychotic experiences. 
A few patients recover good personality function. 
Again, many more improve to a certain com- 
promise level; they are not actively psychotic 
but are thereafter limited in human effectiveness 
and initiative. Some appear impervious to 
treatment or even deteriorate during it; this 
may happen despite an occasional striking but 
temporary restoration of the prepsychotic state. 
Established hebephrenic or paranoid reactions 
are still less favorable. Some chronic hebephre- 
nics have shown anxiety and excitement if they 
responded at all. Certain tense paranoid persons 
experience a decrease in tension; yet chronic 
paranoids likewise often display increased anx- 
iety. The paranoid ideation has not been sig- 
nificantly influenced. 


In the few neurotic patients that have been 
treated, the changes have never been remarkable. 
If improvement occurred, it appeared related to 
a favorable shift in the personal situation as 
much as to convulsive therapy. 


All these illnesses illustrate consciously un- 
sought solutions for the presence of incompatible 
tendencies in the personality. Generally one 
group of tendencies permits satisfactory human 
relations, while another opposes them. In one 
class of disorders, the attitudes that block suc- 
cessful contact with people achieve a massive 
but unstable domination ; healthful impulses may 
be strong, but are temporarily inhibited. When- 
ever the total situation is properly altered, such 
an illness tends to spontaneous recovery. This 
is the case in most manic-depressive psychoses 
and in a number of acute schizophrenic states. 
Recovery indicates a basic supremacy of the 
more favorable tendencies in the human situa- 
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shock 
therapy shows the most dramatic results, in 
simply permitting or assisting the reemergence 


tion. Precisely in these conditions, 


of the inhibited attitudes. When the total situa- 
tion is unfavorable, shock therapy is relatively 
helpless. This seems to be the case in resistant or 
relapsing manic-depressives and in many schizo- 
phrenics. The latter are apt to pursue an un- 
favorable course despite brief resurrections of 
latent normal behavior. Typical examples are 
the chronic hebephrenic states, in which every- 
thing points to a quantative excess, in the pa- 
tient and in his situation alike, of attitudes 
opposed to success with human beings. Again, 
intermediate cases are seen, in which treatment 
leads not to full recovery but to a state of par- 
tial restitution, a no-man’s land between total 
health and total illness. 


A different class of disorders exhibits no al- 
ternating or exclusive predominance of one set 
of attitudes over another. Instead, the illness 
reveals a more stable equilibrium, a greater 
fusion, so to speak, of the conflicting forces. 
This is best illustrated by paranoid reactions, in 
which the rationalized feeling of persecution is 
a compromise, and generally an unshakable com- 
promise, between the patient’s need to live suc- 
cessfully with other people and his inability to 
do so. The neuroses demonstrate similar com- 
promise mechanisms. Such reactions are hard to 
influence by shock therapy. 


A survey of the clinical disorders, their mech- 
anisms and their outcome under treatment, in- 
evitably invites correlation of the factors con- 
cerned. This correlation may be expressed in a 
simple hypothesis: that the outcome of treatment 
in any given case is a vector sum of all the atti- 
tudes in operation for or against successful hu- 
man relations. 


For example, where the illness exhibits an 
unstable equilibrium and the favorable tenden- 
cies predominate, the results are good (manic- 
depressive and certain acute schizophrenic psy- 
choses). Where the illness is stabilized by a 


great preponderance of unfavorable tendencies 
(chronic schizophrenics) or by a deeply grounded 
compromise between opposing tendencies (para- 
noid, neurotic) the results are trivial. In short, 
the outcome of therapy in any case is simply a 
resultant of all the interpersonal tendencies con- 
cerned. 
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There are advantages to viewing the effects 
of shock treatment in this light. It is a step 
away from pure mythology in theory and pure 
empiricism in treatment. Observers have from 
the first emphasized that the results of shock 
therapy unaccompanied by psychotherapy are 
not satisfactory; that shock therapy in itself is 
merely a symptomatic measure. These observa- 
tions corrobrate the hypothesis; it simply makes 
explicit the principle behind those observations. 
If any treatment is not to end in disappointment, 
its significance must be properly viewed in terms 


of the total therapeutic situation. Shock therapy: 


is no mystical, self-sufficient technique for neu- 
tralizing a psychosis, or injecting into the per- 
sonality capacities it previously lacked. Perhaps, 
to shift metaphors, the point can be put in terms 
of a poker game. Shock treatment may “call” 
the illness and sometimes hasten a showdown. 
It doesn’t necessarily give the patient a better 
hand. 

To understand this more technically: Convul- 
sive therapy does not attack the psychosis, which 
is an interpersonal phenomenon. It attacks a 
neural link in the total chain of events. This 
link in the psychosis seems to be the mechanism 
which selectively limits the attitudes available to 
consciousness. Some such nervous system activity 
is personified in psychoanalysis as the Ego. At 
any rate, shock therapy seems to produce its 
effects by acting at a physiological level on the 
mechanism which expresses interpersonal ten- 
dencies, not on those tendencies themselves. 

The abrupt and significant fluctuations in be- 
havior evoked during treatment indicate that 
such a mechanism — functioning as awareness, 
retention and discriminative inhibition — is the 
physiological target of shock therapy. 

Its temporary abolition or weakening by any 
method suspends concern with the current situa- 
tion and permits the reemergence of latent or 
potential tendencies. 

The shock procedures may accordingly initiate 
or facilitate clinical improvement, but it is 
hardly likely that they underlie or maintain it. 
For that, one must turn to the patient’s life, of 
which the treatment is merely a fragment. 


CONCLUSION 


Observations during convulsive therapy sug- 
gest the hypotheses (1) that the outcome in any 
case is a resultant ofall the interpersonal ten- 
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dencies concerned; (2) that the treatment acts 
on the neural mechanism which selectively ex- 
presses interpersonal attitudes, not on those atti- 
tudes themselves. 





ILLINOIS PRENATAL LAW BRINGS 
RESULTS IN SYPHILIS CONTROL 


550 Women Treated During Early Stages Of 
Disease Gave Birth To 518 Normal 
Nonsyphilitic Children 





Since the enactment of the Illinois Prenatal 
law in 1939, a total of 1,448 pregnant women 
with syphilis have been treated by 1,087 pri- 
vate physicians, according to Herman M. Solo- 
way, M.D., of the Illinois Department of Public 
Health. Out of 550 women, who were treated 
during the early stages of the disease, 518, or 
94.31 per cent, gave birth to normal nonsyph- 
ilitic children. 

Dr. Soloway explains the Illinois plan of 
treatment in the October 13 issue of The Jour- 
nal of the American Medical Association. It 
provides for a weekly injection into the muscles 
of a bismuth compound throughout the term 
of pregnancy, and eight to 10 weekly injections 
into the veins of an arsenical drug, with an oc- 
casional four weeks rest period. The treatment 
plan is arranged so that the arsenical drug is 
administered in the last weeks of pregnancy. 


“A very important part of the control of syph- 
ilis in pregnant women is the need to keep them 
under treatment throughout the pregnant pe- 
riod,” the Chicago physician writes. Feeling 
that education is the answer, the author suggests 
that programs on all phases of the cause, spread 
and cure of syphilis should be carried on more 
intensively to insure a better understanding by 
and more active cooperation from the general 
public. 

“The Illinois Prenatal law provides for the 
blood test to be taken by the attending physician 
at the time of the patient’s first visit, with the 
intent of instituting treatment early. Yet to this 
day many pregnant women do not apply for 
medical care until very late in pregnancy or just 
before confinement. Then too the law does not 
compel a woman to take treatment if she refuses 
it.” 


The most effective results were attained with 
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the 550 women who began their treatment be- 
fore the fourth month of pregnancy. “In the 
134 cases in which treatment was begun before 
the end of the fifth month of pregnancy there 
were 112 (83.58 per cent) normal nonsphyilitic 
children. . . .” 


There were 409 syphilitic pregnant women 
placed under treatment after the fifth month. 
Of the number 207 (50.6 per cent) gave birth 
to normal nonsyphilitic children. The last group, 
355 cases, received no treatment. Only 93 
(26.48 per cent) of this group gave birth to 
normal nonsyphilitic children. 


In explaining the I[llinois law, the doctor says, 
it “provides that all physicians attending preg- 
nant women must submit specimens of the pa- 
tients’ blood for . . . examination to a state or 
an approved private or hospital laboratory. In 
the case of a positive blood test, a copy of the re- 
port is submitted by the laboratory to the office 
of the Division of Venereal Disease Control. 
The central registry is then checked to see if 
the case has been reported by the physician. If 
it has not been reported, a letter is sent to the 
attending physician requesting him to report 
the case if he has determined that the patient 
has syphilis. On receipt of this report, anti- 
syphilitic drugs are sent to the physician together 
with the pamphlet ‘Syphilis in Mother and 
Child,’ published by the United States Public 
Health Service.” 


The diagnostic value of the tuberculin test is in- 
versely proportional to the frequency of tuberculosis 
infection in the community from which the patient 
comes. In recent decades the incidence of positive 
tuberculin tests in many sections has declined to such 
a marked degree that the tuberculin test is assuming a 
position of steadily increasing importance among the 
diagnostic procedures that may be used to aid in the 
identification of obscure lesions, either within the 
thorax or elsewhere, which may bear some clinical 
resemblance to tuberculosis. For many years pedia- 
tricians have employed the tuberculin test much more 
frequently than have physicians who treat adult pa- 
tients. This has been due in part to the fact that 
positive tuberculin tests are much less common among 
children than among adults. Now that the incidence 
of positive tuberculin reactions has declined among 
adults, the tuberculin test will surely be used with 
steadily increasing frequency in time to come. H. 
Corwin Hinshaw, M.D., Mayo Clinic, Rochester, Minn. 
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EARLY TREATMENT OF BELL’S PALSY 
H. P. Pickerill, C.B.E., M.S., F.R.A.C.S. and 
C. M. Pickerill, M.B., Ch.B. 
(From the Plastic Surgery Department, 
Wellington Hospital, New Zealand) 
In BRITISH MEDICAL JOURNAL, No. 4422, 458 
October 6, 1945 


It is said that 75% of cases of Bell’s palsy 
recover spontaneously, and therein we think lies 
the cause of lifelong disfigurement for many 
people. It seems to be always hoped, sometimes 
presumed, that the particular case in hand is or 
will be one of the 75, in spite of the fact that 
there is often no means of knowing if it will 
turn out to be so. We should regard Bell’s 
palsy rather from the point of view of those 
who do not recover spontaneously, and say that 
in 25% of cases the present usual line of treat- 
ment results in complete failure and the patient 
is permanently disfigured ; this is a more arrest- 
ing point of view, and is likely to result in a 
considerable diminution of such failures. In 
every fresh case of Bell’s palsy we suggest that 
it should be assumed not that it will probably 
get well if little or nothing is done, but that it is 
possibly one of the 25 which will not recover by 
itself, and measures should be taken accordingly. 


Probably the chief factor in non-recovery of 
what should be the temporarily paralyzed 
muscles is their immediate and continued over- 
stretching by the non-paralyzed muscles of the 
opposite side of the face. A common method of 
attempting to overcome this is by the use of a 
hook in the corner of the mouth attached by a 
loop to the ear; but, as will be shown, this is 
often worse than useless. A more simple and 
effective method of restraining the overaction of 
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the muscles of the sound side is by means of 
strapping. It is applied thus. 


THE STRAPPING METHOD 


The lower half of the paralyzed side is first 
smeared thinly with vaseline or oil. Two strips 
of half- or three-quarter-inch strapping are then 
applied to the clean sound side on a level with 
the upper and lower lips, starting about three- 
quarters of an inch in front of the ear. The 
sound side is pushed across to the paralyzed 
side, and while in this position the other ends of 
the strapping are firmly stuck down to the 
mastoid process on the paralyzed side. Good 
and very adhesive rigid strapping must be used 
— not elastoplast. The strapping, once on, 
must be left indefinitely on the sound side. If 
it is removed the skin becomes sore and there is 
difficulty in reapplying it firmly; moreover, the 
patient is discouraged from persisting with the 
treatment. When it gets soiled another piece 
may be placed on top of it, and only in some real 
necessity should it be removed, gently, by the 
surgeon or nurse, with the aid of a solvent, and 
reapplied immediately. Non-adhesion to the 
paralyzed side is necessary in order to avoid the 
possibility of a pull on the paralyzed muscles 
and so that gentle massage may be given; also 
so that the patient may endeavour to make vol- 
untary movements of the affected side in front 
of a mirror at the end of a week or ten days. 
The latter method is probably the most effective 
that can be employed to aid recovery, but it 
must be done while the normal side is out of 
action. That is to say, conditions must be such 
that the only thing the paralyzed orbicularis oris 
or zygomatic muscles have to do is to respond, 
even if ever so feebly, to the will to contract; 
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they must not be concerned also with opposing 
the pull of the muscles of the opposite side. The 
probable reason why massage and exercises are 
so often ineffective is that in the early stage of 
recovery the muscles are overpowered with work 
by having two jobs to do at once and again be- 
coming overstretched, anything gained is soon 
lost. 

Electrical Measures. — During the third 
week, if recovery is not obvious, the muscles 
may with advantage be stimulated with weak 
faradic currents. Minimal doses only should be 
used — just sufficient to cause visible contrac- 
tions in the orbicularis and zygomatic muscles. 
The aim should be just to maintain tone and 
not to tire the muscle with violent contractions. 
A current which causes any painful sensation is 
much too strong, and will do harm. The current 
should be tried first on the operator himself 
and then on the sound side of the patient before 
being applied to the paralyzed muscles. If a 
current which causes contraction on the pa- 
tient’s sound side causes no contraction on the 
paralyzed side, no attempt should be made to 
produce contraction by using a stronger current. 
Short daily treatments with very weak current 
should be ordered. ‘Fhe strapping should be 
kept on and-the above treatment continued in- 
definitely. It may be for only a week or two, 
but it may be for two or three months. The 
patient must be handled very strictly, and be 
impressed with the serious risk of taking the 
strapping off even for one occasion, no matter 
how seemingly important it may be. 





SPRAINED ANKLES 
A new form of treatment 
Walter Scott, Lieutenant Commander (MC) U.S.N.R. 
In NAVAL MEDICAL BULLETIN, 45;4;684 
October, 1945 


Our concepts in the treatment of ankle 
sprains have become modified in the past several 
years in at least one respect; it is now generally 
held that the early institution of weight-bearing 
serves to cut down materially the period of dis- 
ability. 

With these points in mind, the author sought 
to devise a routine which would embrace the 
two essential principles, namely, early weight- 
bearing and good ankle support, and it is the 
purpose of this article to describe this routine 
and to set forth a few suggestions which will be 
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helpful in differentiating a fracture from a 
sprain. 

The support principle is a simple one, based 
on the fact that a military boot is a good splint 
in itself. By the addition of felt pads to the 
inside, its supporting qualities are multiplied 
many times. After the pads are properly ap- 
plied, the boot is laced tightly to the top eyelet 
and the patient is instructed to walk a distance 
of 500 yards and to return for any adjustments 
that may be required. 

It is surprising and gratifying to see many of 
them return from their trial walk without the 
slightest limp. The bulk of these patients are 
sent to light duty for 48 hours, instructed to 
wear the pads for at least 21 days, and to return 
only if they have further trouble. It has been 
noted that about 20 per cent are likely to return, 
and in that group we usually find that the boots 
have not been laced tightly enough. A smaller 
percentage may require further individual care, 
but on the whole we are able to return our men 
to duty immediately with a minimum effort on 
the part of the Medical Corps, with a maximum 
of comfort to the injured man, and with an in- 
creased assurance that the ankle will be fully 
protected against other injuries during the 
healing phase. 

The support should be used for at least three 
weeks in order to insure the best healing. 





INFLUENCE OF GALVANIC STIMULA- 
TION ON MUSCLE ATROPHY RESULT- 
ING FROM DENERVATION 
E. C. S. Jackson, Flight Lieutenant, R.A.F.V.R. and 
H. J. Seddon, Nuffield Department of 
Orthopaedic Surgery, Oxford 
In BRITISH MEDICAL JOURNAL, No. 4423, 486 
October 13, 1945 


For many years the role of electrical stimula- 
tion in the treatment of lower motor neuron 
lesions has been the subject of lively contro- 
versy; and since the beginning of the war in- 
terest in this form of treatment has been quick- 
ened by the occurrence of thousands of cases of 
peripheral nerve injury. The results of animal 
experiments and of observations in man, though 
at times conflicting, are now consistent enough 
to warrant the formulation of certain conclu- 
sions. 

It has been proved experimentally that the 
wasting of denervated muscle — a process 
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prejudicial to recovery — can be prevented to a 
considerable extent by regular electrical stimu- 
lation of the muscle with stimuli of long dura- 
tion, such as are provided by a galvanic battery. 

A fluid-displacement method was used to 
measure the volumetric changes in the hand in 
cases of ulnar paralysis, some treated with, 
others without, galvanism. It was found that 
the application of 90 stimuli daily for six days 
a week was almost wholly effective in preventing 
wasting except during the weeks immediately 
following denervation, though even during this 
period such treatment reduced the rate of wast- 
ing. The stimuli were strong enough to produce 
a brisk contraction, and were given at the rate 
of 30 a minute, with an interval of one minute 
between each group of stimuli to permit recovery 
from any possible fatigue. 

There was no evidence that electrical stimula- 
tion increased muscle volume, and hence it is 
important to start treatment as soon as possible, 
since whatever has been lost through delay can- 
not be regained. 

There is no doubt that in ulnar paralysis 
daily galvanic stimulation is well worth while, 
and that the treatment should be continued 
It is not yet 
known whether galvanism is equally effective in 
preventing wasting in large masses of muscle, 


until voluntary power returns. 


since a tolerable stimulus does not affect all 
parts of a large muscle mass equally, the deep 
fibres tending to escape altogether. 





CONTROL OF AIR BORNE INFECTION 
In THE JOURNAL OF THE AMERICAN 


MEDICAL ASSOCIATION, 129;8;553 
October 20, 1945 


The bacteriologic studies carried out by Dery! 
Hart and his co-workers established that air is 
an important source of contamination in every 
operative wound. ‘They also demonstrated that 
sterilization of the air in the operating room 
ean be accomplished by ultraviolet irradiation. 
Robertson and her associates obtained a striking 
reduction in cross infection in infant wards by 
ultraviolet irradiation. Wheeler and his asso- 
ciates describe a carefully controlled clinical 
study of the effect of the ultraviolet light control 
of air borne infections in a naval training 
center. Ultraviolet irradiation of the floors 
and upper air of barracks housing naval re- 
cruits was accompanied by a 25 per cent reduc- 
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tion of respiratory illness in those barracks 
equipped with high intensity sources as com- 
pared with illness in the adjacent control bar- 
racks. This fact was most noticeable in the 
early winter months, when illness rates were at 
a general high level throughout the camp. At 
this time the reduction of incidence in barracks 
irradiated with high intensity sources as com- 
pared to the controls was approximately 35 per 
cent. 





REACTION OF DEGENERATION IN 
ELECTRODIAGNOSIS OF EXPERIMENT- 
AL PERIPHERAL NERVE LESIONS 
L. J. Pollock, J. G. Goldseth, A. J. Arieff, I. C. 
Shermarf, M. A. Schiller and E. L. Tigay — p. 275 
In War Medicine, Chicago, 7;275-340 (May) 1945 
Abstracted in 
THE JOURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION, 128;15;1129 
August 11, 1945 


Pollock and his associates describe the data 
obtained from the examination of denervated 
and recovering muscles in cats as related to the 
characteristics of the reaction of degeneration ; 
they compare such data with some obtained in 
human subjects and discuss the usefulness of 
the reaction of degeneration as a diagnostic and 
prognostic sign. For the most part Erb’s de- 
scription of the characteristics of complete re- 
action of degeneration have been confirmed by 
their studies. They emphasize that faradic 
stimulation is effective throughout degeneration, 
denervation and regeneration, provided suffi- 
cient amperage is employed. The changes of 
response to galvanic stimulation of “infinite 
time” which characterize complete reaction of 
degeneration are (1) hyperirritability of muscle 
to galvanic stimuli, (2) sluggishness of relaxa- 
tion of the contraction wave, (3) lessening of 
the ratio between amperage necessary to pro- 
duce tetanus and rheobase to almost unity and 
(4) increase of efficacy of the anodal closing 
stimulus to equality with the cathodal closing 
stimulus. Unequivocal signs of recovery are 
(1) a sudden increase in rheobase, (2) an in- 
crease of ratio between the amperage necessary 
to produce tetanus and rheobase and (3) an 
increase in efficacy of the cathodal closing stim- 
ulus as compared with the anodal closing stim- 
ulus. The electrical sign of recovery charac- 
terized by the sudden increase of rheobase ante- 
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dates the recovery of motion and sensation for 
long periods, in many by many weeks. The 
other signs likewise antedate other clinical signs 
of recovery. Electrotherapy has no effect on 
the response of muscles to electrical stimuli. 





TOURNIQUET PARALYSIS 
Analysis of three cases of surgically proved peripheral 
nerve damage following use of rubber tourniquet 
Major I. Joshua Speigel and 
Lieutenant Colonel Philip Lewin, Medical Corps, 
Army of the U. S. 

In THE JOURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION, 129;6;435 
October 6, 1945 

Severe damage of peripheral nerves can occur 
as a result of application of a rubber tourniquet 
for surgical ischemia. 

Factors involved in the production of the 
paralysis are (a) pressure necrosis at the site of 
tourniquet application, with fibrosis and pro- 
duction of neuromas, (b) ischemia below the 
site of application of the tourniquet with death 
of the ischemic portion of the nerve, fibrosis and 
production of a neuroma in continuity, and (c) 
a combination of the foregoing two situations. 

The radial and sciatic nerves are the most 
vulnerable to tourniquet paralysis. 

Every case of tourniquet paralysis of a periph- 
eral nerve immediately on its discovery should 
receive intensive physical therapy over a period 
of eight to twelve weeks. If, at the end of this 
time, no appreciable return of function is evi- 
dent, surgical exploration of the involved nerve 
should be performed and a neurolysis or even 
neurorrhapy (if feasible) should be attempted. 

The Campbell-Boyd pneumatic constrictor ap- 
pears to be the most efficient and least harmful 


of the constrictors. 





BED-REST IN TUBERCULOSIS 
Its Dangers and Proprieties 
William M. Peck and Henry Stuart Willis 
In THE AMERICAN REVIEW OF TUBER- 
CULOSIS, 52;1;20 
July, 1945 

1. Pulmonary infarction and embolism of the 
pulmonary artery were found in 1.5 per cent of 
751 autopsies on tuberculous persons. 

2. Certain other dangers may be associated 
with bed-rest in this disease. Among these are 
the failure: 

a. To obtain adequate pulmonary drainage. 
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b. To meet the emotional maladjustment so 
often present in patients. 


c. To correlate properly collapse therapy and 
a bed-rest regimen. 


3. The evils which adhere to bed-rest are in- 
cident to its mode of application. Good bed-rest 
will avoid these dangers and retain its full 
therapeutic value. Poor bed-rest is often thera- 
peutically inert and can be aptly called bed- 
fatigue. 

4. Proper bed-rest should include mental re- 
pose, muscular relaxation and adequate pul- 
monary drainage and should not be thought of 
as mere regimentation in recumbency. 


5. Bed-rest is inherently valuable but unre- 
liable when administered indifferently. It war- 
rants constant, critical attention by the physician 
in order to insure good results. 





RECENT FRACTURES OF THE 
CARPAL SCAPHOID 
Lieutenant Colonel Ralph Soto-Hall 
Medical Corps, Army of the United States 
In THE JOURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION, 129;5;337 
September 29, 1945 


Early and rapid healing will take place in 
fractures of the tubercle of the scaphoid. In 
this infrequent extra-articular fracture, position 
of the wrist is not of consequence. On the other 
hand, fracture through the waist is the most 
common, and in this type correct and adequate 
immobilization is very important. Immobiliza- 
tion should be complete and undisturbed for at 
least nine to ten weeks; a large percentage of 
fractures will heal in this time, but four to five 
weeks longer may be necessary. 





To diagnose the greatest possible percentage of un- 
suspected cases of tuberculosis, to place these people 
under immediate and adequate care, to render them and 
the community safe from further spread of their dis- 
ease, to rehabilitate every patient into a productive 
member of society — these are our tasks. Diagnostic 
procedures that guarantee the maximum return in 
case finding are those that safely apply the clinical 
lessons of the past to the pressing problems of the 
present. No thorough clinician relies exclusively upon 
a solitary diagnostic aid, even when circumstances 
strongly tempt him to do so. Ed., Tuberculosis Ab- 
stracts, National Tuberculosis Assn. 
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Effective medical service in industry must have 
the understanding and co-operation of manage- 
ment. The following article from Industrial 
Medicine (October 1945) shows a_ practical 
method of service inventory in an industria! 
medical program. 
HOW THE EMPLOYER MAY EVALUATE 
HIS MEDICAL SERVICE 
F. M. R. Butmer, M.B., B.Se., 
and 

G. R. McCatz, M.D., D.P.H., 

Department of Medical Services, 

Allied War Supplies Corporation, 

MONTREAL 
It may be presumptuous to suggest the means 
by which an employer can evaluate his medical 
service. Our experience in large and small war 
plants, however, indicates that management is 
anxious to have a yardstick by which it can 
measure the effectiveness of its medical service. 
This applies particularly to those who are gen- 
uinely interested in the welfare of their workers. 
Frequently employers state that they are in a 
position to evaluate the work of their entire or- 
ganization with the exception of that of the 
medical department. They do not expect a 
direct profit from this department but they feel 
that some system of accounting should be pro- 
vided which will show whether the activities are 
commensurate with the money expended. Other 
services are provided by industry but the bene- 
fits realized are not always sufficiently tangible 
to permit a profit and loss sheet. Their work 
is, however, usually reported in such a manner 
that its value can be readily appreciated. 
The more progressive employers are rapidly 

realizing that their medical departments should 
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be used for the early detection of non-occupation- 
al illnesses, as well as for pre-placement examina- 
tions and the care of emergency occupational 
conditions. They realize also that the early de- 
tection of illness can be accomplished only if the 
workers contact the medical department when 
they are in the initial stages of ill health. Such 
contact can be effected by voluntary visits or 
through a system of periodic examinations. If 
periodic examinations only are used, the early 
detection of serious ailments will often be missed. 
It is important that the workers have ready ac. 
cess to the medical department for the diagnosis 
of trifling conditions which may be the initial 
stages of more serious trouble. It is not ad- 
visable to depend entirely on periodic checks con- 
ducted every, year or at longer intervals, for the 
early detection of disease. On the other hand it 
is neither practical nor desirable to examine 
large groups of workers routinely at shorter in- 
tervals. The apprehension which minor symp- 
toms may induce is generally recognized, as is 
also the reluctance to do something definite 
about them until pain or disability forces an is- 
sue. We feel that, where a proper relationship 
exists between the medical department and the 
rest of the plant, most workers will seek early 
medical advice, even for apparently negligible 
symptoms. 


It is natural that an employer should be in- 
terested in the pre-placement examination. This 
subject has been greatly stimulated by army ex- 
perience. It should be realized, however, that 
army experience is not necessarily applicable to 
industry. Warfare requires personnel who can 
meet conditions of maximum physical output for 
a continued period of time. On the other hand, 
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in industry the physical output is more moderate 
and maximum bursts are seldom required. In- 
dustry to a great extent uses machinery for 
heavy work. Many industrial jobs do not re- 
quire an undue amount of physical energy; in 
fact many workers suffer more wear and tear 
getting to and from work than in the actual 
performance of their jobs. ? 

In examining applicants for employment the 
general rate of rejection on medical grounds 
should be low. Certain categories of workers 
should not be placed at jobs where their failure 
could endanger others or which could present 
definite risks to themselves. Emotional mal- 
adjustment of workers in industry cannot always 


‘ be predicted by the pre-placement examination. 


It should be realized however, when placing an 
individual worker, that his probable reactions to 
the foreman, to the surrounding workers, and to 
his environment are to be considered, as well as 
the physical demands of the particular job. 


In accordance with the ethics of his profes- 
sion the industrial physician must treat individ- 
ual health records of workers in a confidential 
manner. Unfortunately, however, an atmos- 
phere of secrecy sometimes pervades all the work 
of the medical department at the expense of 
proper cooperation with other departments, even 
with management. 


When it functions properly the medical de- 
partment is an integral part of the whole or- 
ganization and it should follow a definite pro- 
cedure worked out in cooperation with all other 
departments. The use of a questionnaire is of 
value to ascertain the efficiency of arrangements 
between all departments, as regards health and 
safety. The need of such a questionnaire was 
indicated during our surveys of certain indus- 
tries in Canada. A detailed inquiry form used 
during these surveys was completed from in- 
formation supplied by the heads of the various 
departments. Frequently it was found that dif- 
ferent departments, especially medical, safety, 
and personnel, had developed independent pro- 
grams without sufficient collaboration or under- 
standing of the common problems and accepted 
methods of procedure. Such a situation leads 
to confusion and sometimes to friction and to 
duplication of effort. It is recognized that each 
industry has its own peculiar problems and pat- 
tern of organization, but there is no reason why 
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a master service program, formulated by man- 
agement in conjunction with the various depart- 
ments of the organization, cannot be developed. 

The questionnaire used to test the relationship 
of the medical department to other departments 
should be filled out by the heads of the depart- 
ments concerned. The following questions are 
suggested : 


1. What procedure is followed to permit a 
worker to visit the medical department? 
(A) For major accidents. 
(B) For minor accidents. 
(C) For major illness. 
(D) For minor illness. 
(E) For health advice. 


2. Who decides when a sick or injured work- 
er can return to work? 
(A) Following occupational injury or 
sickness. 
(B) Following non-occupational injury 
or sickness. 


3. What disposition is made of workers in 
relation to their medical category? Who decides 
their final placement ? 


4. In placing workers, where is the distinc- 
tion drawn between “light” and “heavy” work? 


5. What “toxic” materials are used? 

(A) From what source do you obtain in- 
formation as to the toxicity of these 
materials ? 

(B) What other departments know the 
nature of these materials? 

(C) What methods are used to protect 
workers handling “toxic” materials? 


6. What fire or explosion hazards are pres- 
ent? 

(A) From what source do you obtain 
information as to the degree of fire 
or explosion hazard ? 

(B) What other departments know the 
nature of these hazards? 

(C) What measures are used to protect 
workers from inflammable materials 
or from explosions? 


7. What action do you take in connection 
with complaints respecting hazardous or un- 
healthy working conditions? What other de- 
partments are notified of such complaints? 


8. What action do you take when a new 








316 ILLINOIS MEDICAL JOURNAL 





process or new materials are used involving pos- 
sible hazards? 

9. What arrangements have been made in 
the event of a major catastrophe? 


10. Do you attend plant meetings respecting 
safety, health and other welfare work? What 
other departments attend such meetings? 

11. Are first aid courses provided ? 

(A) Who does the teaching? 
(B) How many workers attend? 

12. Do you make inspections for cleanliness, 
maintenance of sanitary facilities and cafeteria 
service ? 

(A) Who else inspects your section for 
the above conditions? 

(B) If conditions are not satisfactory, 
to whom do you report? 

13. Who makes and enforces safety rules? 

After a. questionnaire of this type has been 
answered and the results studied, it will soon be 
realized whether or not there is inter-depart- 
mental cooperation in that particular plant. The 
next step is to find out how much is being spent 
by the medical department and what service 
value is being received. For years it has been 
a common practice to quote industrial medical 
costs in terms of so much per worker per year. 
The figures given vary considerably. This varia- 
tion is due largely to the type of service pro- 
vided and/or to the salaries paid to the staff of 
the medical department, which, in turn, vary 
according to the nature and location of the plant. 

In order to clarify the picture it is necessary 
to outline the program of a minimum industrial 
medical service. Our opinion is that each work- 
er should be medically examined at the time of 
employment and should be checked at regular 
intervals. ‘The interval will depend on his age, 
his physical condition at the time of employ- 
ment, and whether he is in contact with toxic 
materials. Facilities should be provided for the 
emergency care of occupational conditions and of 
ordinary illnesses occurring during working 
hours. Initial medical treatmnet for non-occu- 
pational ailments should be supplied and advice 
given on health problems. The medical depart- 
ment should show leadership in the matter of 
sanitation and environmental conditions in the 
plant. This requires a program of plant in- 
spection. It is also important that the medical 


department cooperate with other departments in 
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the development and enforcement of programs 
designed for the welfare, safety and rehabilita- 
tion of workers and for the betterment of work- 
ing conditions. 

Our experience has shown that where this type 
of medical service is provided for a working 
population of men and women in roughly equal 
numbers, approfimately 12 visits per worker 
per year are made to the medical department. 
Where women alone are employed the figure is 
higher (about 18 visits) ; where men alone are 
employed it is less (about 10 visits per worker 
per year). At least one-half of the visits are 
for minor sickness. About 60% of the accident 
visits and 80% of the sickness visits are initial 


visits, while the balance are repeat visits for the - 


same conditions. 

Our investigations would suggest that wher- 
ever the visit rate drops below eight per worker 
per year, in a mixed working population, the 
medical service needs a check-up. A low-visit 
rate indicates two possibilities: (1) the workers 
are not being permitted reasonable access to the 
medical department; (2) the service provided 
is not satisfactory. In the latter case it has 
been found frequently that the work of the med- 
ical department is confined to company responsi- 
bilities with no service for minor conditions of 
ill-health, and no attempt is made to conduct 
an adult health program. Such a restricted serv- 
ice is frequently welcomed by the company phy- 
sician. It reduces considerably the number of 
visits to his department. 


An extremely high visit rate, e.g., over 18 
visits per worker per year in a mixed working 
population, would suggest two possible condi- 
tions, both usually the responsibility of manage- 
ment: (1) there is no satisfactory procedure 
whereby employees can contact the medical de- 
partment, the workers coming and going as they 
please; (2) there are in the plant certain en- 
vironmental conditions which cause an increase 
in the number of minor accidents or in the in- 
cidence of ill-health. 


The employer is in a position to obtain the 
total vearly cost of his medical department. A 
breakdown of this information will reveal that 
considerably over one-half of the money spent is 
for salaries or wages of personnel. Our experi- 
ence indicates that about 70% of the total op- 
erating cost is for this purpose. We suggest that 
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some “work unit” should be used, in addition to 
the cost per worker per year, when evaluating a 
medical service. We consider that the “visit” 
to the medical department is a satisfactory work 
unit, and that the “cost per visit” as well as the 
“eost per worker per year” should be given in 
reports on the work of the medical service. 

An employer establishing a medical service 
can estimate the cost on the basis of so much 
per worker per year. This cost will vary, de- 
pending on the salaries currently paid in the lo- 
cality for medical department personnel. Fre- 
quently other companies in the same area operat- 
ing a medical service will divulge the amount 
spent per worker per year. After the estimated 
cost per worker per year has been agreed upon, 
this amount divided by 12 (the anticipated num- 
ber of visits per worker per year) will give the 
probable “cost per visit.” 

At the end of the year, if the actual visit cost 
is much lower or higher than the estimated cost, 
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the service needs investigation along the lines 
previously mentioned. Our experience in medi- 
um and large war plants provided with a 24- 
hour service would indicate that the cost per 
visit to the medical department is approximately 
one dollar. Under peace conditions of operation 
on an eight-hour day and based on current salary 
rates, the cost per visit would be somewhat lower 
than this figure. 


SUMMARY 


An attempt has been made to provide the em- 
ployer with a clearer concept of the functions of 
an industrial medical service. 

A method has been outlined to determine 
whether the medical service is properly inte- 
grated in the plant organization. 

A system has been described to evaluate the 
work done in a medical department using the 
visit rate and the cost per visit as well as the 
cost per worker per year. 


CLF 


SIMPLE, RAPID METHOD FOUND TO DE- 
TECT SICKLE CELL ANEMIA 


Sickle cell anemia, as great a masquerader as syph- 
ilis, predominantly a disease of Negroes, can be de- 
tected simply, rapidly and accurately by new tests 
devised by two New Orleans physicians. They call 
the method the “diagnostic parameter.” 


Travis Winsor, M.D., and George E. Burch, M.D., 
New Orleans, describe in The Journal of the American 
Medical Association of November 17 the two tests by 
which they discovered 27 cases of sickle cell anemia, 
a peculiar red cell deformjty, among 612 consecutive 
Negro patients tested routinely for the last two years 
on admittance to Charity Hospital for treatment. The 
two methods, the aeration-tourniquet test and the oxy- 
gen-carbon dioxide test, both help to measure the sedi- 
mentation rate of the blood. If the difference in the 
sedimentation rates between the treated and untreated 
blood, which is an important process in the tests, is 
greater than 20 millimeters in the first test and 27 
millimeters per hour in the second method, then the 
chances are 98 in 100 that the patient has sickle cell 
anemia. 


The authors say that since “sickle cell anemia is 
such a great imitator and because it may remain so 
subtle, it is mecessary....as in syphilis, to study 
the blood routinely for sickle cell anemia in all Negro 
patients.” 





Usually, the doctors warn, this disease masquerades 
for such diseases as rheumatic fever, tuberculosis, 
Hodgkin’s disease and acute surgical diseases of the 
abdomen. Because surgical procedures are dangerous 
in patients suffering with this disease and there is 
necessity for quick and accurate diagnosis, the authors 
recommend this “diagnostic parameter” method as 
highly reliable. 


The disease is marked by chronic anemia, a quantita- 
tive or qualtative deficiency in the blood, of unknown 
cause, which is confined almost entirely to the Negro 
race, is hereditary and is characterized by the red 
blood cells of the patient acquiring a sickle-like shape. 
Patients with this disease frequently have chronic 
ulcers of the legs and pains in the joints. There is 
usually abdominal pain and fever is common from 
time to time. 


The authors concluded that “the change in hemato- 
crit reading following the treatment of sickle cell 
anemic blood with carbon dioxide is of diagnostic 
value. In no instance did the diagnostic parameter 
give a false response. This is particularly important 
in view of the fact that it is a rapid procedure and 
therefore of great value in the management of acute 
medical and surgical problems among Negro patients.” 


There is no effective treatment of the disease except 
blood transfusion in the anemic stages, and, if possible, 
correction of the anemia. 











News of the State 


PERSONALS - COMING EVENTS - MARRIAGES - DEATHS 





BOONE COUNTY 

Capt. Earl S. Davis of Belvidere, after three 
years in service has been released and has re- 
sumed his practice in Belvidere. 


BUREAU COUNTY 

Capt. George Meagher of DePue, who has 
served in the army medical corps since Decem- 
ber, 1941, has been released from duty and has 
indicated he will become associated with Dr. L. 
M. Dunn of DePue. 








Major H. J. Jacobs, Spring Valley, has been 
discharged from the medical corps and plans to 
re-open his office in Spring Valley. 


CHAMPAIGN COUNTY 

Doctor Donald L. Glenn of Berwick, Pa., has 
been added to the staff of the Carle Memorial 
Hospital, Urbana. He began his work there 
November 5 as the general diagnostician in in- 
ternal medicine. 





Major J. B. Gillespie has been released from 
the army and expects to return to his work on 
the staff of the Carle Memorial Hospital in the 
near future. 

COLES COUNTY 

The following officers have been elected to 
serve for the coming year in the Coles County 
Tuberculosis Association: President, Dr. C. E. 
Morgan, Mattoon; Dr. N. C. Iknayan re-elected 
treasurer; Mrs. J. T. Roy, vice president; Mrs. 
Lawrence Daily, secretary; and Mrs. Mildred 
Fish, seal sale chairman. 

COOK COUNTY 

Mr. Ray E. Brown, formerly superintendent 
of the North Carolina Baptist Hospital, Win- 
ston-Salem, N. C., has been appointed assistant 
supe"intendent of the University of Chicago 
Clinics. He will be assistant to Dr. George Otis 
Whitecotton, superintendent. 
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Dr. Dudley B. Reed has retired at the Uni- 
versity of Chicago School of Medicine with the 
title of professor emeritus of hygiene, depart- 
ment of medicine. Dr. Reed, who is health di- 
rector of the university’s health service, retires 
under the age limit after thirty-four years 
service, 





A course in electrocardiographic interpreta- 
tion for graduate physicians will be given at 
Michael Reese Hospital by Dr. Louis N. Katz, 
Chicago, director of cardiovascular research. 
The class will meet each week starting Wednes- 
day, February 13, for twelve weeks, from 7 to 
9 p.m. Further information and a copy of the 
program may be obtained on application to the 
Cardiovascular Department, Michael Reese 
Hospital. 





A permanent endowment fund has been set 
up at the University of Chicago School of Medi- 
cine in the name of the class of 1944. The fund 
resulted from the proceeds from the sale of the 
first yearbook of the medical school, which was 
the activity of the class of 1944. According to 
the Medical Alumni Bulletin this establishes a 
precedent which, it is hoped, will inspire other 
classes to aid in placing the Medical Alumni 
Association on a permanently secure financial 
basis. 

The Third Annual D. J. Davis Lecture on 
Medical History was held on November 21st at 
the University of Illinois College of Medicine. 
Dr. Carl E. Black, Jacksonville, Illinois, spoke 
on “Medical Practice Before the Hard Roads.” 

sonal a 

Dr. J. B. Deutsch, after serving three years 
in the U. S. Army Medical corps has returned 
to civilian practice and reopened his office in 
Chicago. 

Dr. Casper M. Epsteen, retired from the 
Army has returned to practice in Chicago. 
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The North Side Branch of the Chicago Med- 
ical Society held a regular meeting, Thursday, 
December 6 at the Drake Hotel. The speaker, 
Captain Edward L. Bortz (MC), USNR will 
discuss “Implications of the Atomic Bomb.” 

Dr. L. D. Reid, assistant superintendent of 
the Presbyterian Hospital since July, 1944, has 
been named superintendent to succeed Herman 
Hensel, whose resignation because of ill health 
was accepted by the hospital. 





The American Hospital association an- 
nounced the appointment of Edgar Blake Jr., 
superintendent of Wesley Memorial hospital, as 
member of the association’s council on educa- 
tion. At the same time, Dr. M. T. MacEKachern, 
associate director of the American College of 
Surgeons, was reappointed chairman of the hos- 
pital association’s council of international rela- 
tions. 

The Thirtieth Annual Meeting of the Insti- 
tute of Medicine of Chicago was held December 
4 at the Palmer House. Dr. Wm. C. Danforth, 
Professor of Obstetrics and Gynecology, North- 
western University Medical School, discussed 
“The Beginnings of Asepsis: The Story of a 
Tragic Life”. 





Col. Paul L. Schroeder, psychiatrist of Oak 
Park, Illinois, on leave from the University of 
Illinois and St. Joseph’s hospital, Chicago, has 
reported for duty to Justice R. H. Jackson, 
chief prosecutor of high nazi officials. Col. 
Schroeder will aid in diagnosis of Rudolph Hess 
case. 





Col. Samuel Hoffman, who served three and 
a half years in the army medical corps, has been 
elected a director of the Hektoen Institute of 
Medical Research. The institute is affiliated 
with County hospital, with which Col. Hoffman 
was associated before joining the army. He 
also is an assistant professor of pediatrics in the 
University of Illinois medical college. 





A Bronze Star medal has been awarded to 
Dr. Richard G. Fort, Evanston, for his work 
from July 14, to August 25, 1944. According 
to a citation accompanying the award “Capt. 
Fort enabled his medical battalion to provide 
efficient medical service for the sick and 
wounded of the division, maintaining superior 
liaison of widely separated subordinate units. 

“Capt. Fort often traveled far in advance of 
the medical battalion to reconnoiter sites for 
installations necessitating long rides day and 
night under trying conditions. His profound 
knowledge of medical battalion functions, and 
his efficient performance of duties reflect great 
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credit upon himself and on the medical corps.” 
Dr. Fort served four years overseas. 





Capt. Walter V. Norak, Maywood, has re- 
turned to private practice after serving three 
years in the Medical corps of the U. S. Army. 





DE KALB COUNTY 

Maj. John W. Ovitz, Jr., Sycamore, has re- 
turned to this country after four years and 10 
months in service and 22 months overseas. 





Dr. Grant Suttie announced the re-opening 
of his office in DeKalb. 
DE WITT COUNTY 

Capt. Wiley R. Marvel, former Weldon physi- 
cian, arrived in New York after two years serv- 
ice overseas in India and in Burma. He will 
receive a 60 day terminal leave and be released 
from active duty by Jan. 1. 


Commander Owen W. E. Nowlin, USNR, has 
returned to Farmer City after three years in 
service. At the conclusion of his terminal leave, 
December 27, he expects to resume his practice 
with his brother, Dr. Wilfred Nowlin in the 
Nowlin Clinic. 

DOUGLAS COUNTY 

Dr. Carleton Smith, Villa Grove, has opened 
an office in Peoria where he will practice. 
DU PAGE COUNTY 

Dr. John H. Raach, Jr., will reopen the office 
of his late father, Dr. John H. Raach, Sr., in 
Wheaton. 





The regular meeting of the DuPage County 
Medical Society was held on November 28th at 
the Elmhurst Community Hospital. A techni- 
color film was shown on “Managing Fresh 
Wounds of Violence” and Doctor Edith Potter, 
University of Chicago-Lying-In Hospital dis- 
cussed “The RH Factor in Relation to Preg- 
nancy”. 

FAYETTE COUNTY 

Commander Miller Greer, USNR, has been 
released from active duty and will resume the 
practice of medicine with his brother, Dr. Mark 
Greer in Vandalia. 

Dr. I. O. Adams has opened an office in 
Farina where he will practice medicine. 





FORD COUNTY 

Capt. R. L. Kenward has been released from 
the army and has resumed his practice as physi- 
cian and surgeon in Melvin. . 
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FRANKLIN COUNTY 

Dr. John W. Monroe, Benton, has been re- 
leased from the U. S. Army Medical Corps and 
has re-opened his office. 
HENRY COUNTY 

The army has announced the promotion from 
Captain to Major of A. W. Wellstein, Geneseo. 
KANKAKEE COUNTY 

The Kankakee City Medical Society gave a 
dinner November 15th in honor of the physi- 
cians who have returned from the Armed 
Forces. 
LA SALLE COUNTY 

The regular monthly meeting of the La Salle 
County Medical Society was held November 8th 
at the Hotel Kaskaskia, La Salle. The speaker 
of the evening was Dr. Philip Thorek, Chicago, 
who talked on “Acute Abdominal Emergencies.” 





Major E. H. Rayson, Earlville, has been dis- 
charged from the medical corps and will re-open 
his office. He recently returned from service at 
various stations in India. 





LAWRENCE COUNTY 

At a recent meeting of the Lawrence County 
Medical Society, Dr. E. M. Cooley, 75, of 
Lawrenceville was admitted to the Fifty Year 
Club of the Illinois State Medical Society. 


LIVINGSTON COUNTY 

Capt. E. F. Joss of Dwight has returned 
from 25 months of service in the European 
theater of operations and expects to resume his 
private practice in Dwight shortly. 





MACOUPIN COUNTY 

The Macoupin County Medical Society held 
a meeting on November 27th at which time Dr. 
Harry Mantz of Alton discussed the subject: 
“Differential Diagnosis of Chest Pain.” 
MADISON COUNTY 

Dr. Harry Mantz discussed “Heart Disease” 
at the November 15th meeting of the Alton 
Exchange Club at Mineral Springs Hotel. 





Capt. R. G. Mindrup of Jerseyville has re- 
turned to the States after spending 17 months 
with the Medical Corps in Europe. 

At the regular meeting of the Madison 
County Medical Society, Dr. E. W. Cannady of 
East St. Louis spoke on “Diseases of the 
Stomach and Duodenum.” 


MC DONOUGH COUNTY 
The McDonough County Medical Society co- 
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operated with the Division of Service for Crip- 
pled Children of the University of Illinois in 
arranging a clinic November 6th for handi- 
capped children. 
PEORIA COUNTY 

Robert D. Coghill, Ph.D., Peoria, has been 
appointed associate research director of Abbott 
Laboratories effective November 1. Since 1939 
he has been chief of the Fermentation Division, 
Northern Regional Research Laboratory, U. S. 
Department of Agriculture, in Peoria. 





The Peoria Medical Society held a meeting 
November 20 with Dr. David Slight speaking 
on “Psychiatry and General Medicine”. 





PERRY COUNTY 

Dr. J. W. Stevens has been discharged from 
the U. S. Navy after more than three years of 
service, and will resume practice in DuQuoin. 

Dr. G. H. Edwards of Pinckneyville has re- 
sumed the practice of medicine in Pinckneyville 
after his recent discharge from the army. 

Dr. B. I. Hall recently discharged from the 
army where he served in the Medical Corps 
while attached to an Airborne Division has re- 
sumed the practice of medicine in DuQuoin. 





PIATT COUNTY 

Major George A. Sexton expects to return to 
Monticello to resume practice as soon as his 
terminal leave expires and he will revert to in- 
active status in the army reserve. 

Capt. E. W. Weir, Atwood, expects to resume 
practice about the first of the year. He expects 
to receive a discharge from the army medical 
corps soon, having served since July 1942. 





PIKE COUNTY 

A clinic for physically handicapped children 
was held at the Illini Community Hospital in 
Pittsfield on November 2. The Clinic was con- 
ducted by the University of Illinois Division of 
Services for Crippled Children in conjunction 
with the Pike County Medical Society. 


ROCK ISLAND COUNTY 

Dr. E. L. DeGowin was the guest speaker at 
the November 13th meeting of the Rock Island 
County Medical Society. Dr. DeGowin talked 
on “Treatment of Thyrotoxicosis by Thioura- 
cil.” 
ST. CLAIR COUNTY 

The St. Clair Medical Society broke rigid 
rules of ethics of long standing by inserting 
advertisements paid for by the society announc- 
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ing the return of four local doctors to their 
former practice after service in the armed forces. 

The advertisements announced the return of 
Dr. Owen J. Eisele, Dr. John F. Brennan, Dr. 
Olin B. Boyd, and Dr. Ralph Knewitz and each 
advertisement carried a picture of the doctor, 
the date and place of the opening of his office, 
and the statement: “It is the earnest wish of 
his colleagues of this society, that all his former 
patients should return to him.” 

This is being done, according to the St. Clair 
Medical Society in an endeavor to assist the 
doctor returning from service to resume his 
practice in the shortest possible time, and to 
provide a way for his patients to learn of his 
return. 

Dr. Bert Moore has succeeded Dr. Robinson 
Bosworth as St. Clair county tuberculosis spe- 
cialist and director of Pleasant View sanatorium 
at Fairview. Dr. Moore comes to St. Clair 
county from the U. S. Army. For four years 
he was chief of the respiratory section of the 
Camp Davis Station hospital, Camp Davis, N. 
C., near Wilmington, N. C. For nine months 
he was chief medical officer of the Field Artil- 
lery Replacement and Training center at Fort 
Bragg, N. C. and for the past five months he 
was attending surgeon at Fort Bragg. 





Dr. H. P. Dexheimer former physician of 
O’Fallon has been granted a terminal discharge 
from the Army Air Corps and is: planning to 
resume his practice shortly. 


SANGAMON COUNTY 

Dr. Rex S. Campbell of Springfield has re- 
turned home following his separation from the 
army and will resume his practice in Spring- 
field as surgeon and physician. 





WARREN COUNTY 

Dr. Russell Jensen, Monmouth, has returned 
from military service and is practicing medicine 
in Monmouth. 


WHITESIDE COUNTY 

The Whiteside County Medical Society 
elected the following officers for the coming 
year: President, Dr. Dale Scott; vice presi- 
dent; Dr. Neal Marquis; secretary-treasurer, 
Dr. G. J. Pohly; delegate to annual convention, 
Dr. L. S. Reavley; legislative chairman, Dr. H. 
L. Pettitt; board of censors, Dr. G. J. Pohly, 
Dr. H. L. Pettitt and Dr. J. L. Snavely. 


WILL COUNTY 


Capt. Charles Brobst will resume the practice 
of medicine in Aurora soon. 


NEWS OF THE STATE 321 


WINN EBAGO COUNTY 


Major Alexander Braze, now with the 61st 
Portable Surgical Hospital Unit, attached to 
the 25th Infantry (Tropic Lightning) division 
on Luzon has been awarded the legion of merit 
medal for exceptionally meritorious service in 
operations against the Japanese on Luzon. 

A veteran of 12 months of overseas service, 
Major Braze served on New Guinea before see- 
ing action on Luzon. He is entitled to wear the 
American defense ribbon, the Asiatic-Pacific 
theatre ribbon with two campaign stars and the 
Philippine liberation ribbon with one star. 





The Southern Illinois Medical Association at 
its 71st Annual meeting elected the following 
officers: Dr. C. D. Nobles of Anna, President ; 
Dr. W. I. Lewis, Herrin, first vice president ; 
Dr. Beverly Moore, Benton, second vice presi- 
dent and Dr. T. B. Williamson, Mount Vernon, 
re-elected secretary-treasurer. 





MARRIAGES 
Joun E. Miter to Miss Emma Louise Schaefer, 
both of Quincy in August. 





DEATHS 

Peter Bassoe, Chicago, University of Illinois Col- 
lege of Medicine, 1897. Professor of nervous and 
mental diseases at Rush Medical College for many 
years. Staff at Presbyterian Hospital. Died Novem- 
ber 5th -following two weeks illness. Age 71. 

W. A. Bortn, Bartonville, Chattanooga Medical 
College 1891. Practiced medicine in Bartonville since 
1906. Died November 5th following a stroke. Age 
79. 

W. E. Cops, Chicago, Illinois Medical College 1904. 
Staff physician for county welfare bureau for 25 
years. Died October 29th. Age 68. 

W. M. Crosrer, Alexis, University of Illinois Col- 
lege of Medicine 1907. President of Warren County 
Medical Society 1941 to 1943. Had practiced in 
Alexis since 1907. Died October 27th. Age 69. 

James I. Doyte, Rapid City, So. Dakota, Loyola 
University School of Medicine 1924. Practiced medi- 
cine in Chicago for a short time before moving to 
Rapid City, South Dakota. Died October 24th. Age 
50. 

Orvitte K. Kaytor, Granite City, Barnes Medical 
School 1903. Died October 24 following extended 
illness, Age 67. 

W. A. Mites, Viola, Rush Medical School 1898. 
Practicing physician for 44 years at Viola. Former 
chairman of the Mercer County Medical Society. 
Died October 26th. Age 77. 

E. L. Ozment, Harrisburg, St. Louis College of 
Physicians and Surgeons 1906. Died of a lung ail- 
ment October 29th. Age 65. 

Cart R. Peterson, Chicago, retired, Jenner Med- 
ical College 1906. Had practiced medicine on the 
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north side of Chicago for 30 years prior to his re- 
tirement several years ago. Died November 8th. 
Age 69. 

I, D. Rawttncs, Kansas, retired, Northwestern 
University Medical School. Director of the Illinois 
State Health Department 1921 to 1929. Died October 
2lst. Age 76. 

Burcet RuNNELS, Milledgeville, Hahnemann Med- 
ical College 1905. Physician at Milledgeville for 
nearly 40 years. Died Nov. Ist. Age 68. 


Benj. D. Satex, Chicago, retired. Chicago Med- 
ical School 1917. Former member of the health de- 
partment. Died October 7th. Age 62. 


CrareNce G. SHEARON, Wilmette, Northwestern 
University School of Medicine 1927, Associate in 
surgery at the Northwestern University School of 
Medicine, Senior surgeon at St. Luke’s Hospital. Died 
following a heart attack November 17th. Age 46. 

G. A, Srmter, Litchfield, McGill University, Mon- 
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treal 1883. Had practiced medicine in Litchfield for 
more than 50 years. Member of Illinois State Med- 
ical Society “Fifty Year Club”. Died October 24 
following an extended illness. Age 84. 

Lupwic S. Srmon, Los Angeles, retired. College of 
Physicians and Surgeons, Columbia University 1894, 
Started to practice in Chicago in 1897 on the staff of 
Michael Reese Hospital until 1938. Died of chronic 
myocarditis on October 7th. Age 75. 

IsaBEL M. WeEAvER, Kankakee, Hahnemann Medical 
College 1907. Staff physician at the Kankakee State 
hospital the past 15 years. Died November 14 after a 
brief illness. Age 64. 

LEONARD WEISSMAN, Chicago, University of Illinois 
College of Medicine 1936. Formerly assistant medical 
superintendent of the Cook County Hospital. Killed 
over Germany, November 8th. Age 34. 

JoHn R. Wirkrnson, Kankakee, Hahnemann Med- 
ical College 1911. Practicing physician in Kankakee 
for 34 years. Died November 9th. Age 68. 


CATS 


SERIOUS HEART INFLAMMATION 
TREATED SUCCESSFULLY 
WITH PENICILLIN 

Twenty patients with subacute bacterial endo- 
carditis, a disease involving inflammation of the 
lining membrane of the heart and previously 
considered fatal, were treated with penicillin 
last year at the University of Pennsylvania Hos- 
pital, with the result that 16 had definite sub- 
sidence of their infection. Of these 12 are still 
alive, 8 having died of other complications ac- 
cording to a report in the November 24 issue of 
The Journal of the American Medical Associ- 
ation. 

Harrison F, Flippin, M.D., Robert L. May- 
ock, M.D., Franklin D. Murphy, M.D., and 
Charles C. Wolferth, M.D., with the technical 
assistance of Marjorie Wiley, Philadelphia, wrote 
that “we employed 300,000 units of penicillin 
a day for fourteen days as the initial course. 
This appeared adequate in 14 of the 20 cases. 
However, in view of subsequent experience with 
16 additional cases of the disease, not included 
in this report, we believe that all patients with 
subacute bacterial endocarditis should receive 


at least 500,000 units a day for at least five 
weeks.” 

The penicillin was injected into the veins of 
the patients, but, according to the authors, there 
is no reason to believe this method is superior 
to injections into the muscles. 

Subacute bacterial endocarditis usually at- 
tacks valves of the heart that are already dam- 
aged. The germ which is responsible for the 
condition in 90 to 95 per cent of cases is the 
Streptococcus viridans, while the gonococcus and 
the influenza bacillus are the causes in 5 to 10 
per cent. 

Since infection is so dangerous in this dis- 
ease, the authors urge “‘as a precaution against 
reinfection, a careful search for possible foci of 
infection, such as infected teeth and tonsils, 
should be made.” 

Although only 12 patients lived, the authors 
wrote that “of the 8 who did not survive 4 
were completely free of active infection and died 
as a result of heart disease. Three patients in 
this group failed to respond to therapy, and the 
eighth died soon after treatment was completed 
as a result of an acute pulmonary embolus.” 











